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HE parathyroids were first described in 

1880 by Sandstroem, who published an 

accurate description of their gross anatomy 
and histology; but no physiological significance 
was attached to these structures until 1891, when 
Gley demonstrated their relationship to tetany. 
From that time extensive experimental and 
anatomical studies have been carried on, and it 
has been demonstrated to the satisfaction of 
most authorities that the parathyroids are 
specific organs. 

To the surgeon the paramount interest in the 
parathyroids has been dependent upon the 
occurrence of tetany as the result of accidental 
removal of these bodies in operations upon the 
thyroid gland. However, the technique of 
partial thyroidectomy as now practiced is so 
planned as to safeguard the parathyroids; con- 
sequently tetany is a rare sequel to the operation. 
Yet occasionally post-operative tetany occurs, 
and such cases have stimulated much specula- 
tion in the direction of therapeusis. The thera- 
peutic problem, as well as the explanation of 
tetany itself, is obscured by the uncertainty 
which prevails as to the physiological import 
of the glands. Enlightenment on these features 
must await a better understanding of the 
parathyroid secretion, and it is upon the unfolding 
of the subtleties of this internal secretion that 
the broad interest in the parathyroids now 
centers. 

ANATOMY 

The parathyroid glandules (Sandstroem) or 

“epithelial bodies’ (Kohn) are branchial cleft 


derivatives. They develop from the third and 
fourth branchial clefts of each side as masses 
of compact epithelial cells. Getzowa has ad- 
vanced the hypothesis that an independent third 
parathyroid may be developed from the fifth 
branchial cleft. There is no proof of the as- 
sumption advanced by Vincent and Jolly and 
Kishi that the parathyroids are embryonal thy- 
roid tissue and may under certain conditions 
develop into the mature tissue of that gland. 
The occurrence of the glands in pairs may 
properly be considered the typical arrangement, 
a superior and an inferior body being present 
on each side. Four glands are, therefore, the 
usual number, but it must be emphasized that 
exact enumeration in an individual case is diffi- 
cult for two reasons: (1) Their small size and 
variable position render it an easy matter to 
overlook one or more of the bodies. (2) Various 
tissues may be mistaken for a parathyroid, 
especially lymph-nodes, accessory thyroids, and 


fat. Only microscopic examination can exclude 
these. In the studies of the anatomy of the para- 


thyroids, dissections have usually been made 
after removal of the thyroid and adjacent soft 
parts, but Fischer has recently advocated dis- 
section with the structures in sifu so as to pre- 
serve the relations of the thyroid vessels. The 
only exact method of recognizing all parathyroid 
tissue is by serial sections of the soft parts of the 
neck and mediastinum, as performed by Erdheim. 
Variable success has been attained by investiga- 
tors in identifying the parathyroids: Berkeley 
found in 40 cases an average of approximately 
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two and one-half glands; Getzowa in too cases 
found four glands in one-third of the cases; 
Verebely in 138 cases found four parathyroids 
108 times; Yanase in 89 examinations found four 
parathyroids 50 times, three 23 times, two 12 
times, and one 4 times. 

The parathyroids are found most frequently in 
the following situations, which may be considered 
the normal arrangement, although extreme varia- 
tions from these positions are frequent. The 
superior, the more constant in position, most often 
lies close to the thyroid in the middle third of its 
posterior border, approximately on the level of 
the lower border of the cricoid cartilage (Welsh), 
in the angle between the trachea, cesophagus, and 
thyroid. It lies on a plane posterior and external 
to the recurrent laryngeal nerve, usually in close 
relationship to terminal branches of the inferior 
thyroid artery. 

The inferior ordinarily lies behind the lower 
third of the thyroid. It is most frequently on a 
plane anterior to the recurrent laryngeal nerve 
and in close relationship to and usually anterior 
to the lower branches of the inferior thyroid 
artery. Not infrequently, however, the inferior 
parathyroid lies at or below the lower pole of the 
thyroid, even within the mediastinum. 

The relation of the bodies to the thyroid 
gland is of considerable surgical importance. In 
most cases the parathyroids lie close to the 


thyroid, yet entirely external to its true cap- 


sule. Under such conditions they lie in close 
relationship to the surgical capsule and are 
usually invested by some of the fibers which 
constitute this fascial laver in such a way as to 
be held to it rather than to the thyroid when the 
capsule is stripped from the thyroid. Occasional- 
ly a parathyroid lies in closer relationship to the 
thyroid, even within a cleft, but only in rare 
cases is it embedded in its substance. 

The blood supply of the parathyroids has been 
described by Halsted and Evans approximately 
as follows: The artery to the lower parathyroid, 
usually less than five millimeters in length, arises 
from a branch of the inferior thyroid artery. In 
a few instances where the inferior parathyroid 


gland was found below the lower margin of the 


thyroid, the artery, between two and _ three 
centimeters in length, coursed as a distinct, 
usually unbranched, vessel to the hilus of the 
glandule. The artery to the upper parathyroid 
gland is derived from one of the main branches 
of the inferior thyroid or from an anastomosing 
channel running along the posterior margin of 
the lateral thyroid lobe, joining the superior and 
inferior thyroid arteries. 
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After ligation of an inferior thyroid artery, the 
parathyroids of the same side may be supplied 
with blood from the superior thyroid artery, and 
after ligation of the superior and inferior thyroid 
arteries of one side, it is possible that the para- 
thyroids of that side may be supplied through 
anastomoses by the vessels of the opposite side 
(Geis), as well as by anastomoses with pharyngeal, 
cesophageal, and tracheal vessels. 

Nerve fibers, presumably from the sympathetic, 
have been demonstrated by Rhinehart in close 
relationship with the vessels of the parathyroids. 
Since he found no fibers within the parenchyma, 
he assumed that these were vasomotor and not 
secretory nerves. 

Accessory organs, that is, small supernumerary 
encapsulated glandules, have been found not 
infrequently in various positions in the neck, 
but especially below the thyroid, within the 
thymus, and even within the thyroid. More- 
over, small accumulations of characteristic para- 
thyroid cells have been noted, especially by 
Getzowa, in the thyroid and in the adipose tissue 
adjoining the thyroid. 

The size of a parathyroid gland varies from 
about 3 mm. to 15 mm., the average being about 
6x4x2 mm. (Berkeley). The bodies are 
usually somewhat flattened, and may be of 
various shapes, but especially round, oval, or 
reniform; in some cases there is a distinct hilus. 
Occasionally a parathyroid is subdivided into 
two distinct parts. The color is brown-red or 
a reddish-yellow. 

Histologically the organ consists of a mass of 
cells invested by a thin fibrous capsule from which 
irregular processes reach inward. The gland has 
a reticular stroma, and is as a rule strikingly 
vascular, presenting numerous large capillaries. 
Frequently fat is present, the amount being 
relatively great in advanced life and slight in 
childhood. It occurs both as an infiltration of 
the stroma and as a cellular metamorphosis 
chiefly in the principal cells (Erdheim, Fischer). 
The distribution of the cells varies greatly. 
They may form an extensive cell-mass with only 
occasional interruptions by vessels and fibrous 
strands, or they may be broken up by vessels 
and connective tissue so as to form clusters of 
lobules or netlike trabeculae. Rarely there is an 
alveolar grouping of cuboidal or somewhat 
cylindrical cells with basal nuclei. These occa- 
sionally surround a lumen filled with colloid, the 
character and significance of which have given 
rise to much discussion. The occurrence of 
glycogen has been repeatedly demonstrated. 

The cell grouping is rarely limited to one of the 
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above structural types; as a rule there is a com- 
bination of the varieties, the divergencies presented 
by individual glands in this respect being very 
wide. The cells themselves are mostly polygonal, 
sometimes round or cuboidal. They were sub- 
divided by Welsh into two distinct types and 
this classification, in the main, has been universal- 
ly accepted. 

Type I. Principal cells. These are by far 
the more numerous. The cell-body is relatively 
small and is either feebly stained with basic 
aniline dyes, or is clear and colorless, in which 
case the cells present only a nucleus and mem- 
brane which takes a deep eosin stain. Some of 
the cells which belong to this group at times 
present a stained peripheral zone and a clear 
cytoplasm immediately around the nucleus 
(Getzowa, Pool). The variations in the relative 
width of the clear and the stained zones suggest 
that under certain conditions the cytoplasm of 
the clear cells takes on a stain which acts first 
near the periphery and then progressively toward 
the nucleus until the whole cell-body may be 
stained. The nucleus with open chromatin 
network is large, pale, often ovoid, and frequently 
eccentrically situated. Getzowa has designated 
the clear cells of this group “ wasserhelle” and the 
stained cells “ rosarote.” 

Type II. Oxyphile cells. These have a rela- 
tively large, finely granular body, the granules 
of which stain deeply with eosin. The nucleus, 
with closely arranged chromatin, is small and 
takes a deep stain. Compact masses of these 
cells frequently may be seen, especially im- 
mediately beneath the capsule. They are rela- 
tively more frequent in advanced life than in 
youth (Fischer, Getzowa, Yanase). 

Petersen added a third type, the cells of which 
are smaller than in Type I; there is no sharp 
boundary to the cells, of which the granular 
protoplasmic body stains deeply with eosin; in 
places the cells are so small that nothing is seen 
but a complex of deeply-stained nuclei. 

Following the analogy of the salivary and other 
glands it has been suggested that the granular 
cells are a functionating and the clear cells a 
resting condition, but the relationship of the cell- 
groups to the function of the gland has not been 
established. A summary of the arguments which 
bear upon this feature is given by Guleke. 


PHYSIOLOGY OF THE PARATHYROIDS 
That there is a correlation between the func- 
tions of the various glands of internal secretion 
is now generally believed; but in what manner 
and to what extent the parathyroid bodies affect 
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and are affected by the thymus, thyroid, pitu- 
itary, adrenals, pancreas, spleen, and generative 
organs is hypothetical. 

The iodine content of the parathyroids is un- 
certain. Some (Gley, Jeandelize) claim to have 
found a relatively large amount; others claim 
that there is little or none (Estes and Cecil, 
Chenu and Morel). Berkeley and Beebe have 
isolated a nucleoproteid from the gland. 

The function of the parathyroids is unknown; 
hypotheses as to their physiology are for the most 
part founded upon the relationship of the para- 
thyroids to tetany. 

RELATION OF THE PARATHYROIDS TO TETANY 

The occurrence of tetany after operations for 
goiter was first emphasized by Weiss in 188o, 
although reports of a few cases of undoubted 
tetany following goiter operations had been made 
prior to that time. In 1883 Kocher and Reverdin 
called attention to the condition since known as 
cachexia strumipriva, and this was shown by 
Kocher to be a frequent sequel to complete thy- 
roidectomy. The two diseases, tetany and 
cachexia strumiprive, were regarded for a con- 
siderable time as different phases of one condition 
which was supposed to be dependent upon in- 
sufficiency of the obscure function of the thyroid 
gland. 

Animal experimentation. The above clinical 
contributions stimulated interest in the study of 
the thyroid by animal experimentation. As a 
result Schiff, in 1884, demonstrated that after 
complete removal of the thyroid gland certain 
animals, notably cats and dogs, usually developed 
spastic and fibrillary contractions — tetany 
followed by death. In isolated cases, where the 
animal survived, it was supposed that the thyroid 
function was carried on by aberrant or accessory 
thyroids. Schifi’s observations were 
rated by many investigators. 

The results of animal experimentation pre- 
sented a perplexing inconsistency. While total 
thyroidectomy in dogs, cats, and carnivora in 
general was followed by fatal tetany; in contrast 
to these animals, rabbits and other herbivora reg- 
ularly survived the operation with no evidence of 
tetany, but with the development of the slower 
cachexia strumipriva. The peculiar difference 
in the reactions of these two classes of animals 
to the removal of the thyroid gland was the crux 
which for a long time defied explanation. Its 
ultimate solution, however, furnished the clew 
which resulted in rapid advances leading up to 
our present knowledge of the subject. The 
credit for this all-important step is due to Gley, 
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who, in 1891, called attention to the existence in 
the rabbit of two small bodies —the outer 
parathyroids — one on each side, entirely sep- 
arated from the thyroid. He demonstrated 
that the removal of these together with the 
thyroid (complete thyroidectomy) as a rule 
produced tetany. Gley’s findings were cor- 
roborated by many; moreover, in other animals 
numerous investigators demonstrated that the 
removal of the thyroid together with the para- 
thyroids usually resulted in fatal tetany. In 
cases where tetany did not develop accessory 
parathyroids were assumed to be present. 

Kohn, in 1895, called attention to the inner 
parathyroids in the dog and cat and later in the 
rabbit. This important contribution led to the 
first practical step toward ascribing to the para- 
thyroids an independent potency. Vassale and 
Generali, in 1896, demonstrated by striking 
experiments upon cats and dogs that the removal 
of the four parathyroids, the thyroid being pre- 
served, quickly led to fatal tetany, while no tetany 
resulted from the removal of the thyroid if the 
parathyroids were left. 

Biedl, Erdheim, Moussu, Walbaum, and many 
others have removed the parathyroids and left 
the thyroid in various animals. These ex- 
periments are too numerous to cite. The 
results indicate that complete removal of the para- 
thyroid tissue results in fatal tetany. Erdheim’s 
observations are especially convincing. After 
total destruction of the parathyroids in rats, 
with the minimum of injury to the thyroid, 
tetany occurred in all the cases. In these 
animals, by systematic serial microscopic sections 
of all the organs of the neck, Erdheim demon- 
strated the presence of the thyroid and absence 
of parathyroid, and thus established the fact 
that the lesion in every case was purely para- 
thyreopriva. On the other hand, it must be 
recognized that in a certain proportion of cases 
in the experience of practically all experimenters 
tetany has not followed supposedly complete 
parathyroidectomy. However, the complete ab- 
sence of parathyroid tissue can be verified only 
by serial sections, as performed by Erdheim; 
but on account of the great amount of labor which 
this entails serial sections rarely have been made. 

The percentage of cases of tetany following 
parathyroidectomy varies considerably in the 
hands of different experimenters and in different 
animals, being particularly low in rabbits and 
goats and high in dogs and cats. The facility 
with which the organs are found and removed 
varies greatly in different animals. Anatomical 
peculiarities probably explain in large measure 


the discrepancies. While in most animals there 
are four parathyroids, this is not an invariable rule. 
The positions of the bodies likewise vary in 
various animals, especially their relation to the 
thyroid; moreover, accessory parathyroid tissue 
in variable situations is frequently present. 

It has been urged by numerous experimenters, 
among whom are Biedl, Walbaum, Vassale and 
Generali, that the intensity of tetany parathy- 
reopriva stands roughly in inverse ratio to the 
number of healthy parathyroids retained by 
the animal. This rule, however, is certainly far 
from absolute, for sometimes the presence of one 
parathyroid is sufficient to prevent the symptoms 
of tetany, while in other cases two of the organs 
are necessary (Erdheim). The difficulty of 
formulating any exact deductions in regard to 
this phase of the subject is increased by the fact 
that besides frequent variations in animals of the 
same species there is a constant and marked 
variation in the reaction of different species to 
partial or complete parathyroidectomy in re- 
spect to the rapidity of the onset and the in- 
tensity of the symptoms. Investigations bearing 
upon partial parathyroidectomy have been made 
in various species of animals by Gley, Vassale 
and Generali, Pineles, Moussu, Jeandelize, Ed- 
munds, Berkeley and Beebe, and others. 

Apparently an animal can support a marked 
degree of parathyroid deficiency better if para- 
thyroids are removed in several stages than in 
a single stage. This has been attributed to 
compensatory hypertrophy of the remaining 
parathyroid tissue, and this explanation is sup- 
ported by the findings of many of the above- 
named workers. 

After partial removal of the epithelial bodies 
relative insufficiency of the parathyroid function 
— latent tetany — may occur. Under such con- 
ditions tetanic attacks may be precipitated in an 
apparently healthy animal by circumstances 
favorable to its development, such as pregnancy 
and lactation (Adler and Thaler, Erdheim, 
Halsted, Vassale, Schmiedlechner, and others). 
Guleke considers this feature important in con- 
nection with human tetany. 

Experiments have been performed to deter- 
mine the effect of depriving a parathyroid of its 
blood supply; according to Thompson and 
Leighton, cutting off the blood supply may pro- 
duce a variable degree of cell death followed by 
fibrosis. Regeneration of injured parathyroid 
tissue by cell proliferation occurs, if at all, only 
to a slight extent (Erdheim, Fiori). 

Certain extraneous influences affect the de- 
velopment of tetany. A meat diet appears to 
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accentuate the tetany more than a diet of milk 
(Blum); a cold environment is said to intensify 
the manifestations of tetany. 

Into the details of tetany in animals we can- 
not enter exhaustively. As Guleke states, it 
has been shown by experimental work that 
tetany in animals may be acute and fatal or 
transitory, or it may become chronic. The 
differences may depend upon the degree and sud- 
denness of curtailment of parathyroid function 
by removal or injury, and upon the fact that 
certain species of animals appear prone to present 
a given type of tetanic manifestations; thus, 
tetany in a dog is usually acute and rapidly fatal, 
whereas in the adult rat it is markedly chronic. 

The symptoms of acute tetany are chiefly 
fibrillary twitchings, tremors, local or general con- 
tractions (tonic or clonic), convulsions, dyspnoea, 
tachycardia, ptyalism, general weakness, pros- 
tration, and electrical hyperexcitability. The 
electrical excitability has been studied among 
others by Schultze and Wilcox. 

The symptoms of chronic tetany (cf. Guleke) 
consist chiefly in trophic disturbances of the 
skin, hair, and mucous membranes, cataract 
formation (Erdheim), inhibition of the bone 
growth in the young, and limitation of callus 
formation in adults, diminished deposit of calcium 
in the new-formed dentine of the incisor teeth of 
rats — rodents —(Erdheim), loss of weight, cach- 
exia, and a condition of stupor. But it must be 
emphasized that a sharp line of demarcation can- 
not at present be drawn between metabolic 
changes which are due to deficiency of the thy- 
roid and those due to deficiency of the para- 
thyroids. 

The Pathogenesis of tetany. The hypothesis 
has been advanced by MacCallum, Frommer, 
Lundborg, Vassale, Pineles, and others that the 
parathyroids have an antitoxic action, the sup- 
pression of which results in the tetany reaction. 
By this hypothesis tetany parathyreopriva would 
be explained as an auto-intoxication, and one, 
and perhaps the chief, function of the parathy- 
roids would be the prevention of the action of 
certain toxic substances regularly present in the 
circulation. In support of the assumption that 
there is a circulating toxin is the fact that the 
disease in animals is temporarily relieved by 
bleeding and the injection of salt solution or blood 
into the veins (Joseph and Meltzer, MacCallum, 
von Fiirth, etc.). The transmission of tetany to 
a healthy animal by transfusion of blood from 
one affected with the disease has been attempted 
by many investigators but with contradictory 
results. MacCallum carried out some ingenious 
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experiments in this connection: ‘It was demon- 
strated that after section of .a nerve during 
tetany the isolated extremity remained hyper- 
excitable, and that such an isolated extremity 
became hyperexcitable if extirpation of the 
parathyroids was carried out after the cutting 
of the nerve. Then by connecting the blood- 
vessels of an animal in the height of tetany with 
those of the leg of a normal animal so that the 
peripheral portion of the nerves of the limb of the 
normal animal were bathed in tetany blood, it 
was demonstrated that an excitability identical 
with that found during tetany appears very 
quickly in those nerves, and as quickly gives 
place to the normal conditions, when the femoral 
vessels are reunited with their stumps so that 
the nerves are again supplied with normal blood. 
In the same way the flooding of one leg of an 
animal in tetany with normal blood reduces the 
excitability of the nerves of that leg to the normal 
while the rest of the animal is in tonic and 
clonic convulsions.” MacCallum further states 
that after the extirpation of the parathyroid 
glands there appears gradually a profound change 
in the blood which makes it capable of acting 
upon the nerves in such a way as to make them 
respond to electrical stimuli far more rapidly 
than is normal. He inclines to the belief that 
tetany is closely dependent upon a disturbance 
of the calcium content of the blood. He states 
that direct analysis of the blood of an animal in 
tetany shows it to be very poor in calcium 
(MacCallum and Vogel). Nevertheless, Cooke 
and others have questioned the importance of 
the calcium decrease in tetany. 

No constant lesions have been demonstrated 
in the nervous system in tetany, although much 
work has been done upon this phase of the subject. 

RELATION OF THE PARATHYROIDS TO TETANY 
IN MAN 

Studies of tetany in man indicate that the 
pathogenic influence of the parathyroids is the 
same as in animals. Moreover, the clinical 
manifestations resulting from limitation of func- 
tionating parathyroid tissue is essentially the 
same in man as in animals. That tetany follow- 
ing goiter operations is due to the removal of the 
parathyroid glandules seems to have been proved 
not only by a long series of careful experiments 
upon animals, but likewise by significant findings 
of Erdheim, Pineles, and others in man. Never- 
theless, there are some observers who are skep- 
tical as to the truth of this assumption, and among 
them are competent men who have weighed 
carefully all sides of the question (Forsyth, 
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Kishi, Vincent and Jolly). They do not admit 
the potency of the parathyroids; they deny that 
the parathyroids have a function independent of 
the thyroid and deny that the removal of the 
parathyroids is the cause of tetany. The ex- 
planation of this divergence of opinion lies in the 
fact that besides such apparently conclusive 
experimental results as those described above, 
there have been, as previously stated, numerous 
other investigations, the results of which have 
not been uniform or positive. However, it is 
fair to state that almost all observers, with the 
exceptions mentioned, regard tetany following 
goiter operations as the direct result of diminu- 
tion of functionating parathyroid tissue. 

As proof of the influence of the parathyroids 
in tetany, Erdheim’s studies of three cases of 
human tetany are remarkably significant. In 
each a partial thyroidectomy was performed 
for goiter. Unquestionable tetany developed 
shortly after the operation, and death followed on 
the one hundred thirty-first, fifth, and seventh, 
days. Complete serial microscopic sections of 
the organs of the neck showed in each case the 
presence of a considerable amount of well-pre- 
served thyroid tissue; whereas in the first case 
none of the four usual parathyroids were found, 
and only two very small accessory parathyroids 
which lay in the isthmus; in the second case only 
one parathyroid was recognizable, and that was 
practically entirely necrotic; in the third case 
not one of the regular four nor even an accessory 
organ was found. Von Eiselsberg, in a case 
which developed fatal post-operative tetany, 
likewise proved by serial sections the absence of 
parathyroids. 

A review of all cases of tetany which have been 
reported as occurring after strumectomy would 
prove unfruitful. Guleke estimates the number 
as about 160 and cites many of them. During 
the period when complete thyroidectomy was 
practiced tetany was comparative.y frequent. 
Of particular practical interest are the reported 
cases of partial thyroidectomy which permit 
definite conclusions to be drawn as to the in- 
volvement of the parathyroids in the extirpation. 
Pineles compiled thirteen cases of this kind: 
six cases of extirpation of both lateral lobes, four 
cases of preservation of the upper portion of 
one lateral lobe, and three cases of extirpation 
of a lateral lobe with the isthmus. As a result 
he pointed out that tetany follows partial 
thyroidectomy most frequently in those cases 
where extirpation of, or injury to, the parathy- 
roids is most likely to occur; therefore, tetany is 
most likely to follow those cases in which only 


the isthmus or upper part of one or both lateral 
lobes is left. Cases by the following are cited 
by Guleke as demonstrating the occurrence 
of tetany when the isthmus only was left: Czyl- 
harz, Reichel, Schiller, Szuman, Turetta; to 
these may be added the second case reported by 
the writer. Guleke cites cases by the follow- 
ing in which the lower poles and isthmus were 
removed: Boese, Branham, Danielsen, von Eisels- 
berg, Geist, Kocher, Lorenz, Monnier, Oberst, 
Shepherd. 

Tetany has occurred after comparatively slight 
interference with the thyroid; Iversen states that 
seven cases have been reported after removal of 
one lateral lobe of the thyroid; such cases must be 
explained as due to an anomalous number or 
distribution of the parathyroids. According to 
Iversen, tetany likewise has occurred in four cases 
where only enucleations were performed; two of 
these were fatal. 

Cutting off of the blood supply of the parathy- 
roids may result in tetany. That a light tetany 
can develop when the four arteries are ligated 
is readily understood; but the fact that tetany 
occurs only rarely as a result of this procedure 
is surprising (Iversen). Although Kocher, von 
Eiselsberg, and others have noted tetany after 
ligation of all four arteries, frequently four liga- 
tions have been performed without resulting tet- 
any. It is probable that cutting otf the blood 
supply of a parathyroid may cause temporary 
loss of its function, or even permanent destruction 
by necrosis, yet this is apparently rare, presum- 
ably by reason of the free anastomoses. It is dif- 
ficult, however, to reconcile the fact that a graft 
may prove viable, if a parathyroid deprived of its 
blood supply, but otherwise undisturbed, may 
undergo necrosis. It has been suggested, further, 
that operative trauma, the pressure of a goiter or 
of scar tissue may at times give rise to temporary 
cessation of the functional activity of the organ 
affected. 

How many parathyroids can support health 
with no evidence of parathyroid deficiency cannot 
be positively stated. Iversen, as the result of 
an analysis of the cases of human tetany, in- 
clines to the belief that two parathyroids are 
essential and sufficient. 

Various reports have been made in regard to 
the frequency with which parathyroids are found 
in the specimens removed in operations upon the 
thyroid gland. Iversen states that one or two 
parathyroids are removed in over half of the cases 
of extirpation and resection. MacCallum and 
others have not found so large a percentage, which 
may fairly be assumed to be exceptionally high. 
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Delore and Alamartine estimate that bilateral 
operations have been performed upon the thyroid 
in 8o per cent of all cases of post-operative 
tetany. Ina considerable number of cases, such 
as the two reported by the writer, tetany has 
followed partial or total extirpation of the second 
lateral lobe, the first having been removed at a 
former operation. In such cases it must be 
assumed that the parathyroids on one side were 
sacrificed at the first operation and that the sec- 
ond operation removed further parathyroid 
tissue or disturbed the functional activity of the 
remaining organs. 

It follows from an analysis of the reported 


cases that the occurrence, intensity, and course of 


post-operative telany in man are dependent upon 
the amount and functional usefulness of the para- 
thyroid tissue that is left (Guleke). 

Symptoms. The symptom-complex of tetany 
was first described by Steinheim in 1830 and the 
name “tetany”? was subsequently suggested 
by Corvisart. Since then the same clinical 
picture has been repeatedly noted in association 
with various conditions of widely different 
character. The cause of its occurrence in most 
of these conditions is not understood; but, as a 
sequel to thyroid operations, tetany has been 
shown to depend upon deficiency of functionating 
parathyroid tissue, and in consequence has been 
designated by Erdheim ‘tetania parathyreo- 
priva.”” Halsted suggests the terms ‘status 
parathyreoprivus” and ‘hypoparathyreosis”’ to 
designate the condition of the individual suffer- 
ing from partial or complete loss of parathyroid 
tissue. The symptoms and course have been 
described in detail by Frankl-Hochwart. 

Tetania, or tetany, parathyreopriva is char- 
acterized by certain very striking symptoms 
which render it practically unmistakable. The 
most conspicuous of these are intermittent tonic 
spasms of the voluntary muscles, those of the 
extremities being most affected. A salient fea- 
ture is the exclusive involvement of the flexor 
groups of muscles. Intercurrent contractures 
of the facial muscles are relatively rare, and the 
muscles of the chest, back, and abdomen par- 
ticipate in exceptional cases only. The tetanic 
spasms are usually preceded by certain prodro- 
mata which persist for a variable period before 
the onset of the attack. These include headache, 
sensations of weakness or prostration, more or 
less rigidity of the limbs, radiating pains, and 
clonic twitchings. The contractions usually be- 
gin in the hands, and subsequently involve the 
feet; less often the feet are affected coincidentally 
or independently. The spasms are almost al- 
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ways, although not invariably, symmetrical and 
bilateral. As a rule, two or more of the fingers 
are flexed and the thumbs are forcibly adducted, 
sometimes tightly clasped by the contracting 


digits. The most characteristic contraction has 
been designated *taccoucheur’s hand” (Trous- 
seau). In 50 per cent of the cases the wrist 


also becomes flexed, while flexion of the forearm 
with adduction of the arm to the trunk occurs 
infrequently. Exceptionally the fingers are held 
wide apart, the terminal phalanges alone being 
flexed. ‘The feet, when involved, take the posi- 
tion of pes equinus or equinovarus, as a result of 
contraction of the muscles of the calf. In the 
contractions of tetany the affected muscles 
become very hard to the touch and oppose a 
powerful resistance to attempts at passive re 
laxation. Should this prove successful the tetanic 
attitude is at once resumed when the traction 
diminishes. Fibrillary twitchings are sometimes 
visible in the contracted muscles. 

The onset of an attack is as a rule about one to 
three days after the operation, but this period 
may be less; in rare cases it may be as long as two 
weeks. The duration of an attack may not 
exceed a few minutes, or the attack may last 
for a number of hours; but it rarely persists as 
long as forty-eight hours. The termination of a 
tetanic spasm is frequently preceded by symp- 
toms resembling those observed at the onset. 

While there may be a free interval of days or 
weeks between the attacks, unfortunately this 
is far from being the rule. There are generally 
several attacks in the course of the day, the 
patient’s rest at night being unbroken. In the 
severest cases one attack follows another with 
alarming rapidity. As a rule consciousness is 
retained during the attacks. In severe cases, 
extreme dyspnoea may occur. 

Besides the attacks of spasms there are other 
manifestations of the disease. Disturbances of 
sensation are regularly present, especially pain, 
which is a frequent concomitant of the spasms. 
Hyperesthesia, paresthesia, or anasthesia may 
also be noted. Temporary redness and oedema 
are not infrequently observed over the joints. 
Further, the evidences of chronic tetany may 
develop. These consist chiefly in certain trophic 
disturbances, such as loss of hair, dry skin, 
changes in the nails, teeth, and lens, also meta- 
bolic changes resulting in cachexia. The man- 


ifestations of chronic tetany may persist for 
vears. 

A certain number of cases, too numerous to be 
interpreted as accidental coincidences, present a 
combination of 


tetany with typical epileptic 
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seizures (Guleke cites the cases of Ehrhardt, 
Hoffmann, Hochgesand, Kocher, Krénlein, 
Mikulicz, Westphal). These symptoms have 
sometimes been observed after thyroidectomy 
in individuals previously free from nervous symp- 
toms, and a possible connection between epilepsy 
and tetany has accordingly been suggested. Cer- 
tain authors also include with the symptoms of 
tetany the hysterical attacks which are occa- 
sionally present (cf. Frankl-Hochwart). 

Trousseau assumes three distinct degrees of 
tetany based upon the distribution of the spasms: 
first, a mild form, affecting the peripheral 
muscles only, some of these attacks even limited 
to the hands; second, a moderate form, with 
involvement of the facial, abdominal, and trunk 
muscles; third, a severe form, extending to the 
involuntary muscles. 

Tests. Of particular significance as bearing 
on the diagnosis are the tests of Erb, Chvostek, 
Trousseau, and the leg and arm tests. These 
may be elicited during the free intervals, or 
latent periods, and likewise after the subsidence 
of the attacks of muscular spasms. 

Erb called attention to the fact that electric 
hyperexcitability of the motor nerves is regularly 
present in tetany. There is a marked increase 
of galvanic irritability, especially in the ulnar 
nerves. One electrode is placed over the nerve 
just above the internal epicondyle and the other 
on an indifferent point at a distance, as the 
infraclavicular region. In the case of the 
external popliteal, one electrode is placed over the 
nerve behind the head of the fibula and the other 
on the abdomen. Hyperexcitability is evidenced 
by contracture to abnormally mild stimuli, 
K C, AC, AO, and K O all being very low. The 
most marked and significant features however are 
the low A O and K O contractions; a kathodal 
opening contraction below 5 milliamperes is par- 
ticularly significant. Erb’s test is undoubtedly 
the most sensitive, reliable, and accurate for 
tetany. It should always be used in a suspected 
case. 

Trousseau’s phnenomenon can be demonstrated 
in two-thirds of all cases of tetany. The symp- 
tom consists in the occurrence of a tetanic spasm 
in a limb as the result of compression of its 
main nerve-trunks. This phenomenon has been 
shown to depend upon stimulation of the nerves 
(Frankl-Hochwart and Kashida). 

Chvostek called attention to the facial phe- 
nomenon which can be elicited in tetanic patients 
by gently tapping over the area of distribution 
of the facial nerve. The resulting short twitch- 
ings are known as Chvostek’s symptom. This 
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test is relatively constant, sensitive, and simple, 
but the duration of the contraction is short and 
therefore may be difficult to distinguish in 
doubtful cases. 

In the leg phenomenon (Beinphinomen, 
Schlesinger’s sign, Pool’s phenomenon) con- 
tractures are caused by putting the sciatic nerve 
on the stretch. For this test the patient is 
placed in a sitting position, with legs fully ex- 
tended upon the thighs, and the trunk is then 
forcibly flexed upon the thighs by pressure exerted 
between the shoulders. The contractures are 
preceded and accompanied by pain, which may 
be severe enough to cause the patient to cry out. 
The feet become forcibly flexed (plantar) and 
adducted, assuming a position of marked equino- 
varus. ‘This position cannot be altered by passive 
efforts however forcible. The muscles of the 
calf stand out conspicuously and become board- 
like to the touch. The onset of the pain and 
contractures begins from about 40 seconds to 
two minutes after the position is assumed. ‘The 
pain may become so severe in a short time as to 
make it imperative to desist. The leg test, like 
Trousseau’s sign, is dependent upon the hyper- 
excitability of the motor nerves. They differ only 
as to the method of demonstrating this hyperex- 
citability. In Trousseau’s test the nerve is com- 
pressed; in the leg test the nerve is stretched. 

The arm test consists in putting the nerves of 
the brachial plexus on the stretch by elevating 
the arm above the head with the forearm ex- 
tended — extreme abduction. The character- 
istic contractures of the fingers, hand, and wrist, 
occur with pain as in the leg test. It appears 
less sensitive than Trousseau’s sign or the leg 
test (Ferenzi, Pool, Alexander). 

Hoffmann’s test which depends upon hyper- 
excitability of the sensory nerves to electrical 
and mechanical stimuli appears to be of little 
practical importance. 

In the tongue test (Zungenphainomen, Schultze) 
a slight blow upon the tongue is said to produce 
a contraction with the appearance of deep de- 
pressions. 

The course of tetany following thyroidectomy 
has been divided by Frankl-Hochwart into three 
classes: (1) cases characterized by onset soon 
after operation, severe course, and fatal outcome; 
(2) cases in which the symptoms appear soon 
after the operation but subside after a variable 
time and are followed by recovery; (3) cases in 
which the patients live, but present the manifes- 
tations of chronic tetany. It is necessary to 
extend this classification: thus, there may occur 
“latent tetany” with no muscular spasms but 
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with positive Chvostek’s phenomena and other 
kindred signs (von Eiselsberg). Moreover, after 
the spasmodic attacks have ceased, recurrences 
may take place, especially under the influence of 
certain conditions which are practically the same 
as those with which the onset of idiopathic 
tetany is associated: namely, pregnancy, lacta- 
tion, cold seasons, diet of meat, etc. (Guleke). 
According to Guleke the prognosis of post- 
operative tetany is not good. From the cases 
which he compiled from the literature 25 per 
cent died and 17 per cent developed a chronic or 
markedly recurrent tetany. Iversen, in his 
compilation, found the death-rate in post- 
operative tetany to be about 17 per cent. 


TREATMENT OF TETANY PARATHYREOPRIVA 

Much experimental work has been done on 
this important phase of the subject. There is, 
however, considerable conflict in the results re- 
ported. This is not surprising, since the course 
of the disease in animals is so irregular as to 
render it extremely difficult to estimate the 
effect of treatment. Even without treatment, 
some animals, which present profound manifesta- 
tions of tetany a few hours aiter operation, pass 
after one or more such attacks into a chronic 
condition and live for days, in contrast to others 
in which the first attack proves fatal. 

Attention was naturally first directed to the 
administration by mouth of thyroid and para- 
thyro‘d glands and their products. Gley, Hoff- 
mann, Lanz, Levy-Dorn, Vassale, Westphal, 
and many others have reported improvement of 
the symptoms of tetany in animals, likewise in 
man, after feeding thyroid gland or its derivatives. 
Most observers, however, disclaim favorable re- 
sults with exclusive thyroid therapy. Léwenthal 
and Wiebrecht ascribed the apparent beneficial 
effects of thyroid feeding to the admixture of 
parathyroids. Pineles, however, argued that such 
parathyroid tissue must be in too small amount 
to exert a material influence. 

-arathyroid preparations in various forms 
likewise have been tested experimentally, notably 
by MacCallum, Halsted, Vassale, Berkeley and 
Beebe, also by Biedl, Chvostek, Frankl-Hoch- 
wart, Moussu, Pepere, and Pineles. But it 
does not appear to have been proved that either 
mixed thyroid and parathyroid or even pure 
parathyroid feeding can control the disease in 
animals. 

Administered to animals in subcutaneous in- 
jections, thyroid gland derivatives have proved 
inefficient, while parathyroid products are said 
to have met with some success at the hands of 
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Beebe and others. With the nucleoproteid 
Beebe claims that amelioration or disappearance 
of the symptoms is almost constant. 

MacCallum reported benefit in  parathy- 
roidectomized dogs as the result of intravenous 
injections of large amounts of prepared para- 
thyroids. 

MacCallum and Voegtlin have shown that the 
manifestations of tetany can be quickly, though 
only temporarily, dissipated by injections of 
calcium. They have shown, further, that in 
both normal dogs and those with tetany  in- 
jections of calcium, strontium, or magnesium, 
also barium, lower the excitability of the nerves. 
Therapeutically they consider calcium far supe- 
rior to magnesium on account of the toxic effects 
of the latter. Strontium closely resembles cal- 
cium in effect; barium is poisonous. They state 
that even injections of calcium should not be 
made subcutaneously because of its irritating and 
destructive local effects upon the tissues. 

In man the effects of treatment are difficult to 
estimate because of the impressionable character 
of the patients and the variable course of the 
disease. Some successes with thyroid feeding 
have been claimed, as stated above. Mac- 
Callum, Marinesco, Lowenthal and Wiebrecht, 
and many others have reported improvement 
following the administration of parathyroid 
preparations by mouth. Yet the results in 
animals apparently have demonstrated that in 
the treatment of tetany by parathyroid therapy 
subcutaneous administration is the means which 
offers the best prospect of controlling the disease. 
Beebe’s nucleoproteid at present appears to be 
the most efficient product for this purpose. It 
has been employed with encouraging results in 
about fifteen cases (Beebe, personal communica- 
tion). Amelioration of the symptoms after the 
administration of calcium lactate has been re- 
ported frequently. 

Transplantation. Tissue transplantation has 
occupied an important part in the experimental 
work in connection with tetany, and its peculiar 
significance as a therapeutic agent in this con- 
dition warrants a brief review of the main prin- 
ciples of the subject. 

Parenchymatous organs, in part or in entirety, 
seem to have been transplanted with some degree 
of success in a number of cases between animals 
of the same species, and even between human 
beings; but the transplantation of such tissue from 
an animal to man or experimentally between 
animals of different species has uniformly failed. 

Of parenchymatous transplantations, par- 
ticular attention has been directed to the thyroid 
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gland. The original experimental transplanta- 


tions of this organ in animals were done by Schiff, 
and the first attempt in man was made by 
Kocher in 1883 in a case of cachexia strumipriva. 
The functional results in both instances were 
transient only. It was tried by Bircher and 
others for myxcedema, but with similar results. 
The first attempts which seem to have been 
successful in respect to the life and function of 
the transplanted thyroid tissue were those of 
von Eiselsberg and Cristiani. Payr reported 
striking results in animals and in man. 

Many of the experimental thyroid implants 
apparently resulted in the prevention of tetany. 
Von Eiselsberg in 1892 transplanted in four cats 
half of the thyroid into the properitoneal tissue, 
and one month later removed the other half; the 
animals remained healthy until he removed the 
implanted thyroid, after which tetany developed. 
In the successful thyroid transplantations it 
may fairly be assumed that parathyroid tissue 
was present. Confusing results have been re- 
ported by Kocher, who noted that implantations 
into the bone-marrow of the tibia of small pieces 
of thyroid tissue in which no parathyroid tissue 
could be found microscopically prevented tetany 
after complete thyroparathyroidectomy, and 
that tetany developed when the implants were 
removed. Thompson, Leighton and Swarts and 
Morel found that various bone lesions experi- 
mentally produced without an implant likewise 
prevented the acute evidences of tetany. 

Recent experiments (cf. Stich, Makkas) appear 
to suggest the possibility of organ transplanta- 
tion in entirety, with reéstablishment of the 
circulation by vessel suture, but this modifica- 
tion has not been sufficiently developed for prac- 
tical application. The small size of the para- 
thyroids would render it necessary to transplant 
thyroid with the parathyroids. 

Much experimental work has been done with 
exclusive parathyroid grafts by Camus, 1904, 
Biedl, Cristiani, Cristiani and Ferrari, Cimorini, 
von Eiselsberg, Enderlen, Erdheim, Halsted, 
Leischner, Lusena, and many others. The 
reported results vary to an astonishing degree, 
but certain features stand out conspicuously. 
Halsted found that in order to secure functional 
success with an autogenous graft, a considerable 
deficiency in parathyroid tissue must have been 
created. Leischner and Kohler concluded from 
their transplantations in rats that the beneficial 
results were due to the action of the graft during 
its absorption while damaged parathyroid tissue 
was resuming its function. Cimorini grafted all 
four parathyroids into the peritoneal cavity of 
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the same animal; acute tetany did not develop, 
but cachexia later occurred when the grafts 
became absorbed. Like other observers, he 
found that the peripheral parts of the grafts 
resist longest, the central parts necrosing early. 

As to the sites most favorable for implantation 
opinions differ. The main situations which 
have been employed are the subcutaneous tis- 
sues (Cristiani); properitoneal tissue (von Eisels- 
berg, Halsted); peritoneal cavity (Cimorini); 
spleen (Payr); thyroid (Halsted); blood stream 
(Landois), and bone-marrow (Kocher). In de- 
termining the situation for election in a given 
case attention must be given to the freedom from 
serious danger which it offers and to its qualifica- 
tions for maintaining the implanted tissue. 

The tissue should be implanted aseptically 
into a bloodless pocket with a minimum of trauma 
and exposure to the air. Only a very brief 
interval may elapse between the excision and 
implantation, and during this interval the 
viability of the tissue is probably best retained, 
on the basis of the work of Christiani in con- 
nection with the thyroid, by preserving the tissue 
in serum from the same species of animal or in 
inactivated serum. Apparently Locke’s solu- 
tion also may be employed satisfactorily. 

To sum up the experimental results, it may be 
said that an autoplastic parathyroid graft may 
be successful morphologically and functionally 
and possibly may even functionate permanently : 
that with homoplastic parathyroid grafts per- 
manent functional results have not been proved. 

In man homoplastic parathyroid implantations 
have been reported by Boese and Lorenz, Brown, 
Czerny, Danielsen, von Eiselsberg, Garré, Groves 
and Joll, Kocher, Morel, Pool, and Pool and 
Turnure. In these cases the parathyroids were 
taken from living individuals during the course 
of goiter operations, except in the cases of Brown 
and the first case of Pool, in which the para- 
thyroids used for implantation were removed 
immediately after death. 

The results in these cases were not conclusive, 
though in several there was a strong probability 
that the graft proved efficient. Even if the 
symptoms of tetany disappear in a small number 
of cases after an implantation has been made, the 
value of the graft is still conjectural; only its 
removal (functional test), which is not justifiable, 
can demonstrate the real effect of the transplanta- 
tion. Three interpretations are possible if the 
symptoms subside after parathyroid transplanta- 
tion. First, that the graft exerted no influence. 
It is possible that the tetany was destined to be 
self-limited and that the parathyroid implanta- 
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tion happened to precede by a short time the 
disappearance of the symptoms. Second, that 
the graft may have exerted a temporary effect 
during its absorption in tiding over a transitory 
tetany while the injured or devascularized 
parathyroids were rehabilitating themselves. 
Third, it is possible that the transplanted para- 
thyroid is permanently effective as a function- 
ating graft. Without entering into extensive 
considerations of  tissue-transplantation, the 
parathyroid appears to be a relatively favorable 
tissue for grafting. Halsted’s experiments on 
dogs indicate that a small autograft, if a con- 
siderable deticiency in parathyroid tissue has been 
created, is capable of living and preventing 
tetany. This he proved by the functional test. 
As soon as symptoms of tetany are noticed 
calcium lactate should be administered, followed 
by the parathyroid nucleoproteid as soon as 
feasible. The calcium must be repeated as 
indicated; the nucleoproteid should be given 
continuously. Although benefit has been 
claimed for calcium lactate given by mouth in 
doses of about 30 gr. every four hours, intra- 
venous administration appears to be much more 
efficient; Beebe suggests 20 ccm. of a 5 per cent 
solution with roo ccm. of sodium chloride solu- 
tion. Ina case of gastric tetany, Kinnicutt ad- 
ministered intravenously 4 gm. in tooo ccm. of 
salt solution. The nucleoproteid is administered 
subcutaneously or intramuscularly indefinitely, 1 
ccm. of a one per cent solution being given three 
times a day (Beebe, personal communication). 
Parathyroid implantation is indicated when 
medical treatment seems of no avail, or when the 
svmptoms persist for a sufficient period to make 
it probable that spontaneous cure will not occur. 
The method of transplantation is as follows: 
The parathyroid is carefully dissected out in the 
course of a goiter operation in an otherwise 
healthy young patient. ‘The organ is immediate- 
ly put into Locke’s solution so as to minimize 
exposure to the air. The implantation is made 
with the least possible delay into a properitoneal 
bloodless pocket previously prepared beneath 
the rectus abdominis. It appears best to cut the 
parathyroid, without removing it from the solu- 
tion, so as to expose two or more raw surfaces. 
Garré, however, advises leaving the parathyroid 
intact. Expedition and the minimum of ma- 
nipulation and exposure to the air are essential. 
In view of the uncertain status of all proposed 
methods of treatment, the importance of prophy- 
laxis is self-evident. 
Prophylaxis. In operations upon the thyroid 
gland, it has been shown that not merely must 
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sufficient thyroid be left in order to prevent the 
occurrence of myxoedema, but also that the para- 
thyroids must be conserved so as to prevent the 
occurrence of tetany. Without entering deeply 
into the operative details of partial thyroidectomy, 
we will review briefly such features as bear 
upon the preservation of the parathyroids. 

The operator must attempt to leave these 
bodies im silt, uninjured, and with their blood 
supply inviolate. Although it appears probable 
that two parathyroids will prevent the develop- 
ment of tetany, care should be exercised to avoid 
injuring or removing any of these bodies. Even 
when only one lobe of the thyroid is removed, an 
effort to preserve the parathyroids on that side 
is indicated: first, because tetany occasionally 
has followed unilateral extirpation, and, second, 
because an operation upon the second lobe may 
subsequently become necessary; therefore, if 
parathyroids have been sacrificed on the side 
first operated upon, a trifling curtailment of the 
parathyroid secretion upon the second side may 
readily precipitate tetany. 

When we consider how difficult it is to locate 
the parathyroids at autopsy on account of their 
small size and variable situation, it is evident 
that under the conditions which prevail at op- 
eration their recognition cannot be depended 
upon and must prove a matter of chance. In 
order to preserve the parathyroids in the removal 
of a thyroid lobe, one of two procedures should be 
employed. One method consists in carrying the 
dissection as close as possible to the true capsule 
of the thyroid, independent small bits of tissue 
being sought for, stripped from the thyroid and 
left uninjured. By this procedure, apparently 
first suggested by Chantemesse and Marie, but 
particularly emphasized by C. H. Mayo, the 
removal of the lobe is made from within the 


surgical capsule; that is, intracapsular, the 
surgical capsule being left. [If small bits of 


tissue suggestive of parathyroids are removed, 
they should be implanted at once into the re- 
maining thyroid tissue or into some other ap- 
propriate part of the operative field (Halsted, 
von FEiselsberg). The other method, which is 
even safer, consists in leaving the posterior part 
of the thyroid lobe in relation to which two 
parathyroids usually lie. The posterior part of 
at least one lobe always should be left. As has 
been emphasized, the removal of both lateral 
lobes in one or several operations, leaving the 
isthmus only, is a dangerous procedure; leaving 
only the upper poles is dangerous also. 

In order to preserve the blood supply of the 
parathyroids, three methods have been advocated 
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and employed. First, the branches of the in- 
ferior thyroid may be clamped as they enter the 
gland — “ultra ligation” (Halsted). Second, 
the main trunk may be ligated well outside of 
the surgical capsule; that is, a considerable dis- 
tance from the probable site of the inferior 
parathyroid. It is claimed for this procedure 
that anastomotic channels are not interrupted 
(Kocher, de Quervain). In these methods care 
should be taken to avoid including in a ligature 
or clamp the inferior parathyroid which fre- 
quently lies in close relation to the inferior thy- 
roid artery. Third, the posterior part of the 
lobe may be left and the branches of the inferior 
thyroid artery secured in the cut thyroid tissue. 
This has been recommended as the safest pro- 
cedure, (cf. Iversen), and may be employed ad- 
vantageously on at least one side. 


OTHER VARIETIES OF TETANY 

Attempts to ascribe the etiology of all forms 
of tetany and even of certain allied diseases, 
such as epilepsy and paralysis agitans, to an 
imperfect functional activity of the parathyroid 
glands have not been successful asa rule. Never- 
theless, Pineles assumes the existence of a com- 
mon etiology for all forms of tetany. He in- 
clines to the belief that further research will 
trace the unopposed action of a tetanic toxin in 
all forms of tetany to a depressed functional state 
of the parathyroids. Chvostek also expresses 
the view that all varieties of tetany are de- 
pendent upon the parathyroid bodies. His 
observations of tetany, apart from that follow- 
ing goiter operations, led him to believe that the 
essential feature in the etiology is a functional 
disturbance of the parathyroid glands so that 
they are unable to adapt themselves to various 
changes. It is due to this susceptible condition, 
he and others think, that menstruation, preg- 
nancy, infectious diseases, etc., are prone to pro- 
duce the tetany reaction. 

In connection with ¢etany of maternity there 
have been findings suggestive of parathyroid 
insufficiency. Yon Eiselsberg, Neumann, and 
von Meinert reported cases of maternal tetany 
in women who had undergone partial thyroid- 
ectomy. Moreover, Adler and Thaler, Erdheim, 
Halsted, Verstraeten and Vanderlinden, and 
others have found in animals a tendency to 
develop maternal tetany after parathyroid de- 
ficiency has been artificially produced. As 
Iversen states, tetany is more severe in gravid 
than in non-gravid animals; if it has not devel- 
oped immediately after the operation, it is apt 
to do so at the close of an ensuing pregnancy. 


The tetany of childhood has been attributed by 
many authorities to deficiency of functionating 
parathyroid tissue, chiefly by reason of the fact 
that haemorrhage into the parathyroid glands 
has been reported, among others by Erdheim, 
Fischer, and Yanase; others, however, have 
failed to find such a lesion (Jérgensen, Grosser 
and Betke, Auerbach, etc). Guleke reviews the 
subject with extensive references and concludes 
that there is no proof that tetany of childhood is 
dependent upon a pathological condition of the 
parathyroid bodies. 

Gastric tetany and idiopathic tetany likewise 
have not been shown to be dependent upon the 
parathyroid glands; yet in a case of idiopathic 
tetany Garré implanted a human parathyroid 
with reported beneticial results. In a case of 
gastric tetany Kinnicutt found the parathyroid 
bodies of normal structure. 

The special pathology of the parathyroids may 
be summarized from Guleke as follows: 

Atrophy of the parathyroids has been reported 
by various authors: Thompson in marasmus, 
Haberfeld in typhus, pneumonia, congenital 
syphilis, etc. 

Hypertrophy in cases of osteomalacia has been 
reported by Erdheim and others. Cotoni con- 
siders it a regular occurrence in pregnancy. 

Degeneration, both hyaline and amyloid, has 
been noted. 

Hemorrhage into the parathyroids has been 
reported quite often, especially in children. The 
fact that it has been found not infrequently in 
the tetany of children (cf. supra) has led to the 
unproved assumption that it plays a causal réle. 

Acute infections appear to influence the para- 
thyroids little, if at all (Traina, Garnier). Acute 
inflammation of the parathyroids has been found 
rarely; on the other hand, the parathyroids are 
frequently affected in syphilis and tuberculosis. 

Cysts of the parathyroid have been divided, 
according to their origin, into retention, the most 
common variety, degenerative, and those caused 
by embryological disturbances. 

Tumors, “epitheliomata of the parathyroid, ’ 
have been reported by Walther and Oliver and 
Aguerre, but Guleke and de Quervain question 
the parathyroid origin of these growths. 

Adenomata have been reported by Erdheim, 
MacCallum, Petersson, von Verebely and Weich- 
selbaum, and others. 

“ Parastruma” (Langhans), according to 
Guleke, constitutes the most important group oi 
new-growths of the parathyroid. The tumors 
may occur in the usual situations of the normal 
parathyroids; that is, close to but external to the 
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thyroid (Berard and Alamartine), or within the 
thyroid (Berard and Alamartine, Benjamins, 
Hulst), or at a distance from the thyroid; for 
instance, in the mediastinum or carotid region 
(Fiori, Kocher, Makai, de Quervain). Micro- 
scopically the tumor is suggestive of parathyroid 
tissue, being composed of irregular cell-masses 
separated by connective-tissue septa. The cells 
frequently contain glycogen. Guleke estimates 
the reported cases as about forty. The tumor 
tends to invade adjacent structures, and to give 
rise to metastases (Kocher, Langhans). 
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Siegel, P. W.: Nerve-Blocking by Paravertebral 
Anesthesia (Dic paravertebrale Leitungsaniis- 
thesie). Deutsche med. Wcehuschr., 1914, xl, 1416 

By Surg., Gynec. & Obst. 

Siegel has performed 150 gynecological and ob- 
stetrical operations under what he calls a combina- 
tion of paravertebral and parasacral anesthesia. 

The nerves of the lumbar cord and sacrum are 

blocked by the injection of novocaine-suprarenin. 

He uses only a one-half per cent solution, which is 

weaker than that used by any other operator; his 

results are as good as with the stronger solution 
and the possibility of toxic effects is excluded. He 
precedes the anesthetic by a mild twilight sleep. 


SURGERY OF "THI: 


HEAD 
Byrnes, C. M.: Clinical and Experimental Studies 
upon the Injection of Alcohol into the Gas- 
serian Ganglion for the Relief of Trigeminal 
Neuralgia. Bull. Johns Hopkins Hosp., 1915, 
XXVI, I. By Surg., Gynec. & Obst. 

These studies comprise the clinical experience 
of the author in fourteen cases treated at the Johns 
Hopkins Hospital, and also a series of experiments 
made in the Hunterian Laboratory of the Johns 
Hopkins Medical School, in which the effect of 
injections of the gasserian ganglion in lower animals 
was studied. The result of the author’s experi 
ments and practical use of the method may be sum- 
marized as follows: 

1. In the treatment of trigeminal neuralgia, a 
single successful injection of alcohol into the gas- 
serian ganglion is followed by immediate relief of 
pain and all the symptoms indicative of its com- 
plete physiological destruction. 

2. Although a general anesthetic is not admin- 
istered, the painfulness of the injection is not un- 
bearable or greater than that experienced in making 
deep intraneural injections. 

3. In experienced hands this form of treatment 
is without serious risk, and no fatalities have been 
recorded as a direct result of the injection. 

4. In spite of the contentions of Alexander and 
Unger, injections in man by exposure of the gan- 
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An outline is given showing just what nerves 
should be blocked for the various operations. Not 
only gynecological but other abdominal operations 
may be performed under this method of anesthesia. 
In 70 per cent of the cases no general anesthetic at 
all had to be used, and in the others the amount 
used was very slight. There are no contra-indica- 
tions to the method. It can be used in cases where 
general anwsthesia is absolutely contra-indicated 
In a few cases there were slight by-effects, none of 
them serious. There was only one death. This 
was on the eleventh day from sepsis in a case of 
total extirpation of the uterus, and the anesthetic 
could not possibly be held responsible for it 

A. Goss 


HEAD AND NECK 


glion appear to be unwarranted, except in rare cases, 
in which this slight saving of time may determine 
the immediate result during the exposure of the 
ganglion. It is conceivable that in performing the 
subtemporal operation for removal of the ganglion, 
emergencies might arise which would demand 
prompt closure of the incision, or prevent further 
approach to the ganglion. Under these conditions, 
if the ganglion is in view or accessible, direct. in 
jection might be practiced; otherwise the original 
operation for removal or avulsion of the root should 
be employed. 

5. If deep neural injections have been unsuccess- 
ful and repeated attempts to inject the ganglion by 


the subcutaneous method have failed, an effort 
might be made to inject through the exposed 


foramen ovale before resorting to the subtemporal 
operation for removal. 

6. It has been demonstrated by fractional in- 
jection that the extent of destruction may, in a 
measure, be limited to that portion of the ganglion 
from which the affected nerve-trunk originates, 
and that frequently the corneal fibers can be spared. 

7. From the distribution of corneal anesthesia, 
following partial injections of the gasserian gan- 
glion, it appears that the upper and lower halves of 
the cornea receive separate innervation. 

8. In cases of bilateral trigeminal neuralgia, 
injection of the ganglion possesses distinct ad- 
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vantages over other methods of radical treatment. 
Since anatomical continuity is not actually destroyed 
and the motor nucleus is not directly affected, con- 
ditions are most favorable for recovery of motor 
function; while sensation would be permanently 
lost if the ganglion were completely destroyed. 
Thus, by allowing sufficient time for regeneration 
in the motor root, bilateral ganglionolysis might be 
safely practiced. 

g. Clinical observations have been too recent to 
furnish reliable information as to the permanency 
of relief after ganglionic injections, and experi- 
mental studies appear to indicate that it is not 
probable that the ganglion can be completely 
destroyed by a single injection of alcohol. It is 
the author’s opinion, however, that by repeated 
injections of the ganglion its complete destruction 
may finally be accomplished. Grorcr E. Brirsy. 


Kakels, M. S.: Hemorrhage from Middle Menin- 
geal Artery Due to Traumatism; Hemiplegia, 
Motor Aphasia; Osteoplastic Flap for Ligation 
of Vessel; Recovery. Am. J. Surg., 1915, xxix, 16. 

By Surg., Gynec. & Obst. 

Kakels claims that fortunately the physical signs, 
the effects of cerebral compression, are so character- 
istic that they hardly admit of error. An injury to 
the skull sufficient to cause laceration and extra- 
vasation is generally followed by a peculiar sequence 
of symptoms, depending upon the situation of this 
extravasation. The extravasation may be either 
intracerebral or extracerebral; if the former, death 
may follow rapidly before symptoms of compression 
are demonstrable, due no doubt to involvement of 
important centers. If extracerebral, due to bleed- 
ing from the middle meningeal or its branches, the 
following characteristic symptoms are usually 
present: (1) concussion; (2) free or conscious inter- 
val; (3) focal symptoms; and (4) symptoms indica- 
tive of general pressure. 

Bleeding from the veins, sinuses, perisinoidal 
sinuses, or emissary veins may cause extradural 
hemorrhage, the symptoms depending upon the 
amount and site of the extravasated blood. 

Stress is laid upon the importance of the free or 
conscious interval between the concussion and the 
compression stages as a characteristic symptom of 
middle meningeal hemorrhage. Coma may appear 
very rapidly, due to rapid extravasation. 

The author recommends the use of a large osteo- 
plastic flap with its center over the main trunk of 
the artery to obviate the uncertainty which often 
arises as to which branch has been injured. And 
again, with this exposure the brain can be lifted 
and the middle fossa of the skull exposed and the 
clots removed. 

He cites the following very interesting case: 
A male, aged 45, was struck with a baseball. At 
first he felt dizzy, but was soon able to walk home. 
One hour later he became unconscious, and the whole 
right half of the body, including the face, was com- 
pletely paralyzed. On examination a small hema- 
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toma over the left frontal region was discovered, but 
no depression could be made out. The left pupil was 
dilated and there was no reaction to light or accommo- 
dation. The right upper and lower extremities 
were paralyzed. The knee-jerk, Babinski’s sign, 
and ankle-clonus were present on the right side. 

On the left side the knee-jerk was present, but 
only a slight ankle-clonus could be elicited. Lumbar 
puncture revealed sanguinous cerebrospinal fluid. 
The pulse was slow and irregular, blood-pressure 
220 mm. A large horseshoe incision was made in 
the left temporal region down to the bone; four 
trephine openings were connected with a Gigli saw 
and the osteoplastic, flap was dislocated downward. 
A large clot, the size of the palm and an inch thick, 
was removed, a marked depression being noticed 
on the cerebrum when this clot was removed. The 
bleeding was found to be coming from the main 
trunk, and this was ligated. A fissure-fracture of 
the temporal bone was found close to the base of 
the skull. No subdural hemorrhage was present; 
the brain was then gently lifted and a number of 
clots were removed from the base of the skull. 
The space was then gently packed with iodoform 
gauze to arrest the bleeding, and the osteoplastic 
flap was replaced and loosely sutured. 

In forty-eight hours, under narcosis the old in- 
cision was laid open, the osteoplastic flap again 
reflected, the pack removed and a soft-rubber drain 
inserted and made to protrude from one of the 
trephine openings. The osteoplastic flap was then 
permanently sutured. The drain was removed on 
the seventh day. During the operation the blood- 
pressure fell to 110 mm. 

The motor aphasia and hemiplegia gradually 
disappeared and at the end of two weeks were hardly 
noticed. 

The author claims that the prospects of relief 
from hemiplegia due to epidural hemorrhage are 
in inverse relation to the time elapsing from the 
traumatism to the operative interference. 

Lewis B. CRAWrorpb. 


Csépai, K.: Diseases of the Hypophysis and Func- 
tional Diagnosis of Polyglandular Diseases 
(Uber Hypophysenerkrankungen zugleich einige 
Beitriige zur funktionellen Diagnostik der poly- 
glanduliren Erkrankungen). Deutsche Arch. f. 
klin. Med., 1914, cxvi, 461. By Surg., Gynec. & Obst. 

Csépai describes in detail three cases of acromeg- 
aly and two of dystrophia-adiposo-genitalis. In 
one of the cases of acromegaly there was an adenoma 
of the glandular part of the hypophysis, the his- 
tological structure of which corresponded to the 
normal structure of the hypophysis. Among the 
other glands of internal secretion there were marked 
pathological changes in the thyroid, thymus, and 
ovaries. : 

In one of the cases of dystrophia-adiposo-genitalis 
there was an adenoma of the anterior part of the 
hypophysis, which showed an active tendency to 
propagation, and whose structure was completely 
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different from that of the normal hypophysis. The 
direct cause of the disease was degeneration of 
the pedicle of the hypophysis. The thymus, the 
parathyroids, and the ovaries showed pathological 
changes. 

The cause of hypophyseal diabetes insipidus is 
hypofunction of the pars intermedia. This is 
shown by the fact that in one case injection of 
pituitrin caused a fall of 40 per cent in the daily 
output of urine, and also by the fact, which has 
not been sufficiently emphasized, that diabetes 
insipidus is often combined with dystrophia- 
adiposo-genitalis. In all of the five cases there was 
leucopenia, with relative mononucleosis. In one 
of the cases of acromegaly there was also marked 
eosinophilia. In the first and second cases of 
acromegaly the carbohydrate tolerance was very 
much decreased. In the other case of acromegaly 
and the two of dystrophia-adiposo-genitalis it was 
normal or increased. 

The author suggests two new methods for func- 
tional diagnosis in diseases of the polyglandular 
system: (1) The adrenalin and pituitrin reaction of 
the conjunctiva. Under normal conditions three 
drops of a 1:1000 adrenalin solution cause a slight 
or moderate decrease in the conjunctival reaction 
that lasts for 10 to 20 minutes. If when the solu- 
tion is instilled the reaction is increased, it indicates 
hypofunction of the chromatiin system. (2) Astudy 
of the quantitative and qualitative blood changes 
after adrenalin injection. Adrenalin injected sub- 
cutaneously in a normal individual causes leucocyto- 
sis with increase of neutrophiles and decrease in the 
number of eosinophiles and mononuclears. If there 
is any variation from this effect it indicates disease 
of the polyglandular system. A. Goss. 


NECK 


Payr, E.: Thyroid Transplantation (Zur Frage der 
Schilddriisentransplantation). Arch. f. klin. Chir., 
1914, Cvi, 16. By Surg., Gynec. & Obst. 


Even though the previously published reports 
seem to indicate that a large part, if not all, of the 
transplanted thyroid is absorbed, Payr thinks the 
procedure should not be given up, but that further 
work should be devoted to making it more effective. 
One means of so doing is to make a sharper distinc- 
tion between congenital and acquired forms of 
hypothyroidism. The outlook in the latter is much 
better than in the former, for it is much easier to 
strengthen an impaired function than to produce a 
substitute for a non-existent one. Moreover a sharp- 
er distinction should be made between the various 
forms of idiocy in childhood; cases caused by hypo- 
thyroidism have sometimes been confused with those 
caused by encephalitis, porencephaly, meningitis, 
hydrocephalus, congenital syphilis of the brain, 
infantilism, and mongoloid degeneration. Natural- 
ly, nothing could be hoped from thyroid medication 
or transplantation in the latter class of cases. 

In congenital myxoedema as well as in cretinism 
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there are marked changes in the brain, such as 
asymmetry of the hemispheres; smallness of certain 
lobes, especially the frontal and temporal; changes 
in the convolutions, or even sometimes complete 
absence of certain convolutions; inflammatory 
sclerosis of the brain substance; and dilatation of 
the ventricles. Of course substitution therapy, 
even if it improves the bodily condition, cannot 
make up for intellectual deficiency produced by 
such changes as these. The thyroid has an impor- 
tant influence in the development of the central 
nervous system. Therefore the earlier the develop- 
ment of the thyroid defect the greater the changes 
in the central nervous system, and the earlier the 
treatment the more completely such changes can 
be avoided. 

Early diagnosis and treatment is of the utmost 
importance. A closer study should be made of the 
biological relations of the individuals concerned. 
It is better for the donor to be a member of the 
immediate family of the patient. Naturally a donor 
must be chosen who is not suffering from hypo- 
thyroidism; in fact it is probably better to choose 
thyrotoxic goiters for transplantation, as_ their 
excess of thyroid secretion makes them more effect- 
ive than normal thyroids. As a large part of the 
transplant is absorbed it is better to transplant large 
quantities. Palpation is not sufficient to show the 
condition of the thyroid, so it is better to make a 
small exploratory incision and examine it directly. 
This does no harm, even to small children, and the 
same incision may be utilized for transplantation. 
Various locations have been chosen for the trans- 
plants, such as the spleen, bone-marrow, thymus, 
and the subcutaneous fatty tissue. The spleen offers 
the advantage of being very vascular and thus 
affording abundant nutrition; the subcutaneous 
tissue that of being easily accessible and not render- 
ing a serious operation necessary. 

Payr has performed seven transplantations in the 
past eight years and he thinks that transplantation 
is fully justified from the fact that it often succeeds, 
at least for a considerable time, where thyroid medi- 
cation has been unsatisfactory. In one of his cases 
the effect persisted for two and one-half years, and 
he thinks that this shows that there was something 
more than the mere effect of the gradual absorption 
of the thyroid tissue. 

The effect of transplantation is much more power- 
ful and much more rapid than that of thyroid medi- 
cation. Probably more of the products of internal 
secretion can be utilized in transplantation than in 
simple thyroid medication. A. Goss. 


Kocher, T.: Transplantation of the Thyroid (Uber 
die Bedingungen erfolgreicher Schilddriisentrans- 
plantation beim Menschen). Arch. f. klin. Chir., 
1914, Cv, 832. By Surg., Gynec. & Obst. 

Kocher gives a very thorough discussion of the 
question of thyroid transplantation. He has trans- 
planted the thyroid in 93 cases, in 57 of which he has 
has had later reports: 18 were reported as un- 
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successful and 18 as successful, but they had con- 
tinued under thyroid treatment; this leaves 21 
successful cases with no other form of treatment. 
The case histories of these 21 are given. 

Transplantation is successful in cases of hypo- 
thyroidism; its chief indication is in myxoedema and 
cachexia strumapriva. That it has not been suc- 
cessful as a general rule in cretinism is explained 
by Kocher as being due to the fact that chemically 
and biologically cretins resemble some of the lower 
animals rather than man, and therefore, in the 
chemical-biological sense, transplantation of the 
human thyroid is heteroplastic, not homoplastic. 
Cretins should be given a long course of thyroid 
treatment before transplantation is done in order to 
overcome these biochemical differences. 

The thyroid must be transplanted into vascular 
tissue, the spleen, or bone-marrow, or it may be 
transplanted subcutaneously; Kocher has generally 
transplanted it into bone-marrow. A living and 
active, or hyperactive, thyroid must be chosen. A 
part of an exophthalmic goiter is excellent, for the 
gland is hyperactive. One large piece or a number 
of small pieces may be transplanted. If the *thy- 
roid hunger” of the patient is too great the trans- 
planted gland will undergo degeneration; in extreme 
cases thyroid extract should be given to prevent 
this. The thyroid must be transplanted immediate- 
ly after its removal, so that two skilled surgeons 
are required, one to remove and one to insert the 
thyroid. ‘The most absolute asepsis is necessary. 

In many cases there is permanent improvement in 
the condition, thus showing that the operation is 
more than a simple subcutaneous administration of 
thyroid extract. He does not decide whether this 
is due to the implant taking and functioning perma- 
nently or whether it merely stimulates remnants 
of the original thyroid to renewed activity. 

A. Goss. 


Beebe, S. P.: The Serum Treatment of Hyper- 
thyroidism. J. Am. JM. Ass., 1915, Ixiv, 413. 
By Surg., Gynee. & Obst. 

The function of the thyroid gland is to prepare 
an active substance or hormone which is essential 
to the organism. 

Under physiologic conditions this hormone finds 
its way into the circulation to meet the normal needs 
of the tissues. The control of this absorption is 
at least in part a function of the nervous system. 
When the gland becomes overactive its secreting 
cells multiply, its circulation increases, the store 
of reserve material is overdrawn by the circulation, 
and a train of symptoms known as hyperthyroidism 
results. 

To a small degree the disease may really be re- 
garded as a toxemia, and the source of toxin is to 
be found in the excess of thyroid secretion in the 
circulation. 

The thyroidal origin of the symptoms of the dis- 
ease is the basis of the serum treatment. The 
following observations point to the conclusion 
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that the thyroid gland is the source of disturbance: 
(1) enlargement of the gland; (2) increased blood 
supply in gland; (3) histologically marked evidence 
of an increase in the total amount of secreting 
epithelium; (4) symptoms of the disease can be 
imitated by giving to normal persons large amounts 
of thyroid preparation; (5) removal of the gland or 
diminution of its blood supply, surgically, relieves 
the condition; and (6) many observations show that 
these patients are in most cases more than usually 
sensitive to thyroid administrations. 

The purpose of the serum treatment is to prepare 
in an alien species of animals a serum having special 
antagonistic properties to the human_ thyroid 
secretion. The injection of the serum provides the 
patient with a ready antagonist to the complex 
toxic substance in circulation. Because of the 
experiments of Pearce, the author reviews the 
method of preparation of’ the immune serum by 
injection of the nucleoprotein published in 1905. 
Absolute specificity under all conditions has never 
been demonstrated, but it is possible to make a 
serum which will act primarily on a given organ. 
In spite of many experiments with nucleoprotein 
serums, the original method of preparing the same 
has been followed, except that blood-free organs 
have been used and the prepared proteins have 
been preserved for injection by freezing rather 
than by chloroform or drying. 

The author thinks Pearce’s method destroyed 
the biologic character of the protein. A large 
percentage of animals fail to produce a_ highly 
active serum; of four sheep only one produced an 
active serum. The author’s conclusion is that it is 
more difficult to form than the globulins or albumin 
antibodies. 

Beebe’s conclusion as to evidence of specificity 
is based on precipitation, agglutination, absorption 
experiments, and on the effect of animal injections 

In the preparation of the serum, human thyroid 
must be used because of the biologic specificity 
of the protein. 

General precautions as to dose and frequency 
of injections are given. ‘The dose varies with the 
clinical condition. As a rule the first injection 
is borne well without local or systemic reaction. 
It is best to begin with one-third ccm. and observe 
its reaction before increasing the dose. The best 
site of injection is midway between the elbow and 
shoulder on the anterior aspect of the arm and into 
the subcutaneous areolar tissue. Immediately 
after injection hot compresses are applied for one 
hour, then a 50 per cent alcohol dressing is applied. 
If local reaction is negative or very slight, a second 
injection is given the next day in the other arm. 
dose 7 to 8 minims. If conditions are favorable. 
a third injection is given on the third day, ro to 
12 minims in the first arm, followed by 1 ccm. 
every second day unless there is a reaction. It 
the reaction is severe, it is better to wait a couple 
of days and then begin with a smaller dose. I! 
is not wise to repeat injection until the previous 
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reaction has nearly if not entirely subsided. If 
this precaution is not followed, the reaction is apt 
to increase in intensity each time. In some in- 
stances increasing reactions begin after a number of 
cubic centimeter doses have been given and the con- 
dition of the arm may even resemble erysipelas. 
Wet dressings of ice water and lead and opium or 
50 per cent alcohol afford most relief. Anaphylaxis 
rarely follows an injection. Accidental introduc- 
tion of the serum into a vein may result in severe 
pain in the back, a sense of suffocation, the skin 
may become flushed and itch intensely, nausea and 
vomiting and even syncope may follow. These 
symptoms follow the injection directly. Let the 
patient lie down, loosen the clothing about the neck, 
apply ice towels to the head, and let him inhale 
aromatic spirits of ammonia. This treatment 
causes the reaction to quickly subside. ‘These 
reactions are very unusual. The author only had 
two in the last three years in thousands of injec- 
tions. 

The serum treatment is only part of the medical 
treatment. Unless mildly affected, rest, freedom 
from mental emotions, and physical exertion are 
essential. 

The action of the serum is not cytotoxic in the 
doses given. The clinical evidence is convincing 
that the serum is antitoxic and not cylolytic. The 
purpose of the serum is to relieve the toxemia and 
not to cause an immediate destruction of the gland. 
The restoration of the gland to normal size and 
function is a process which often requires months 
to complete by mildly acting inhibition rather than 
by sledge-hammer blows. 

In the application of serum in different types of 
the disease, no one factor will be of more help in 
treatment than early diagnosis. Many early cases 
are undiagnosed, as some physicians unfortunately 
look for exophthalmos. The author classifies the 
disease into six stages according to severity: 

1. Early mild cases in young women 12 to 20 
years of age. 

2. Early typical cases in patients over 20 and 
under 4o. 

Well advanced typical cases. 
Acute toxic inoperable cases. 
Severe advanced cases of long standing. 

6. Typical cases. 

In discussing serum versus surgical treatment, 
the author states that operation in early cases 
undoubtedly leads to the best results, but the same 
holds true precisely of the proper medical treatment, 
including serum treatment. Much needless surgery 
will result if all early hyperthyroid cases are operated 
on. The surgeon as a rule is unwilling to guide 
the patient through a somewhat prolonged course 
of treatment. Disregarding operative danger, it 
is better practice to enable the patient to recover 
and keep the gland than to remove it to effect the 
same end. As a small part of a diseased gland is 
restored to good condition after operation, why not 
restore the whole gland? As a large proportion of 
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hyperthyroidism is before 35 and the function of 
the gland decreases with age, is it not possible that 
many of the operated cases suffer later with hypo 
thyroidism? 

The author does not question surgery as a very 
valuable therapeutic measure, but is more of the opin- 
ion that operation should not be undertaken with 
out a careful consideration of all the factors. Un- 
less the indications are very clear the patient 
should have the benefit of the medical treatment. 
Though some surgeons do not fail to speak of the 
medical deaths, yet one must not forget that sur 
geons refuse to operate when conditions are un 
favorable, but physicians cannot refuse their ser 
vices just because the patient is desperately ill. 

In regard to serum treatment as a preparation 
for surgical operation, many physicians and most 
surgeons feel that the surgical removal of a portion 
of the gland is the only safe method of treating 
hyperthyroidism. While operation is necessary in 
some cases, the patient may not be in proper con 
dition to be operated upon. The serum treatment 
and management does not differ in these 
from that used in ordinary cases. 

Serum treatment after operation is often very 
efficacious, especially if symptoms reappear alter 
a short period of quiescence. The serum appears 
to be more efiicacious when part of the gland is 
removed than when it is used to counteract the 
toxin of 2 whole gland. On the other hand, patients 
who have been operated on are often in a desperate 
condition with heart, kidney, and digestive tract 
complications. Such patients need a general over 
hauling in addition to serum administration. 

The serum treatment has been used in) mor 
than 3,000 patients, 50 per cent of whom have been 
cured in the sense that they are strong and able to 
meet all the demands made upon them. They are 
normal in weight, have a normal heart, have no 
tremor, are not nervous, have no gastro-intestinal 
disturbances, and perform all their accustomed 
tasks without undue fatigue. In some cases the 
goiter, although much reduced in size, is still en 
larged, and in others exophthalmos persists to a 
noticeable degree. A large portion of the 50 pet 
cent show no evidence of the disease and are ap 
parently normal persons. None of the cardinal or 
secondary symptoms can be discovered. Thirty 
show a very marked improvement, to such a degree 
that they meet all the usual demands of life without 
undue reaction, and under unusual physical or emo- 
tional strain they react more than normal persons 
do. The two symptoms most evident in these 
persons are that their glands are larger than normal 
and in many cases there is mild exophthalmos. 
Some of the thirty improved to the point permit- 
ting them to be called well. The remaining 20 per 
cent include the not markedly benefited, those 
who have been operated on, those not at all bene- 
fited, and those that proved fatal. The percentage 
of fatal cases in those who had the serum treatment 
for six months is very small. T. O. Boyp. 
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Kocher, A.: Basedow’s Disease and the Thymus 
(Uber Basedow’sche Krankheit und Thymus). 
Arch. f. klin. Chir., 1914, cv, 924. 

By Surg., Gynec. & Obst. 


Kocher finds that in Basedow’s disease there is 
always hyperplasia of the thyroid, but that there is 
hyperplasia of the thymus in only about 45 to 50 
per cent of the cases. Hyperplasia of the thymus 
is much more frequent in young patients with 
Basedow’s disease than in older cases. The age 
when hyperplasia of the thymus is most frequent 
does not coincide with that when disease of the 
thyroid is most frequent. In most of the cases the 
hyperplasia of the thymus is only moderate in 
degree. There may be as great an increase in the 
size of the thymus without Basedow’s disease. 

Histologically there is no difference between 
juvenile hyperplasia of the thymus and that of 
Basedow’s disease. Hyperplasia of the thymus is 
more frequent in certain regions and in certain 
families. In most cases the hyperplasia of the 
thymus existed before the Basedow’s disease de- 
veloped, and so could not be the direct cause of the 
latter condition; it is apt to increase after the devel- 
opment of the Basedow’s disease. ‘The cause may 
be a hypoplasia of the adrenal cortex. 

If cases of Basedow with hyperplasia of the thy- 
mus are treated by simple extirpation or partial 
extirpation of the thyroid, the thymus generally 
retrogrades. The thyroid operation is not any 
more dangerous in these cases than in those in 
which there is no change in the thymus. Treat- 
ment with thymus preparations and réntgen rays 
may be given before the thyroid operation, but as 
the results are only transitory this treatment should 
be given shortly before the operation. A. Goss. 


Asch, R.: Lingual Goiter, with a Discussion of 
Myxcedema and Post-Operative Tetany (Die 
Zungenstruma, gleichzeitig ein kasuistischer Beitrag 
zum Myxédem und zur Frage der postoperativen 
Tetanie). Deutsche Zischr. f. Chir., 1914, Cxxx, 593- 

By Surg., Gynec. & Obst. 


Asch removed a small tumor from the base of the 
tongue of a healthy woman of 28, who had first 
noticed it two weeks before. It caused no dis- 
turbance except some interference with breathing 
as she lay in bed. What seemed to be the thyroid 
gland could be palpated deep in the neck, so no 
danger was anticipated from the removal of this 
tumor, even if it proved to be an accessory thyroid 
gland. The microscope showed that it was made up 
of both thyroid and parathyroid tissue. 

The patient felt well for two weeks and then 
developed post-operative tetany and myxcedema ina 
pronounced form, and by the end of six months she 
presented typical cachexia thyreopriva and para- 
thyreopriva. She failed to take the thyroid treat- 
ment that had been advised, but the disturbances 
gradually subsided spontaneously. At present, 
four years since the operation, there are no symp- 
toms except a slight myxoedematous condition. 
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The literature on lingual goiter is reviewed with a 
bibliography of 133 titles. Among the 95 cases on 
record are 35 in which signs of thyroid insufficiency 
had been noticed before the operation (21) or 
autopsy (14). Only 12 per cent of the total cases 
were in males. 

These tumors are always on the median line of the 
tongue. In one case iodine treatment caused the 
tumor to increase in size, while the general health 
suffered. Palpation of the thyroid region is not 
always very reliable, and in Asch’s case had prob- 
ably given misleading findings. In 9 per cent of the 
total 95 cases myxcedema followed removal of the 
lingual goiter. In case of doubt it is better not to 
remove the whole tumor. In 4 cases another 
operation was required later; in a few other cases 
the tumor returned but subsided spontaneously 
later. A. Goss. 


Kienbéck, R.: Stimulating Effect of R6éntgen 
Treatment in Goiter and Basedow’s Disease 
(Uber Reizwirkung bei R6ntgenbehandlung von 
Struma und Basedow’sche Krankheit). Fortschr. a. 
d. Geb. d. Rintgenstr., 1915, xxii, 501. 

By Surg., Gynec. & Obst. 

After radiotherapy of simple goiter, patients 
often have more or less severe general or local 
symptoms. Kienbéck thinks these are due to an 
initial stimulating effect of the réntgen rays on the 
parenchyma of the gland. This causes hyper- 
emia and swelling of the organ, increase of cell 
activity, and general symptoms of thyroidism. This 
is generally only an initial stage of stimulation which 
is soon followed by degenerative processes. The 
symptoms of thyroidism persist only in very ex- 
ceptional cases; one such case is described. Kien- 
béck thinks it probable that in this case there was 
a focus predisposed to Basedow’s disease somewhere 
in the body, either in another ductless gland or in 
the nervous system, so that the stimulation of the 
thyroid and increase of its internal secretion suf- 
ficed to provoke the disease. It is well known that 
several organs are involved in the production of 
Basedow’s disease. 

All goiters should be treated with réntgen rays, 
even large cervical and substernal ones, especially 
if there is stridor and difficulty in breathing. Treat- 
ment should be cautious at first — small doses and 
irradiation of individual lobes on different days — 
in order to avoid severe symptoms of thyroidism. 
After a few weeks this danger is passed and a more 
energetic method should be used. Réntgen treat- 
ment is also indicated in all recurrences after 
strumectomy. 

Cases of permanent Basedow’s disease after 
réntgen treatment are so rare as not to furnish a 
contra-indication for the treatment. 

In Basedow’s disease, also, the symptoms are 
at first increased by réntgen treatment. The treat- 
ment should be begun carefully, the individual 
regions of the neck being irradiated at intervals of 
two days, and the dose should be much less than the 
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maximum. One or two weeks should elapse before 
the next irradiation is given. 

Kienbéck concludes that réntgen therapy should 
be given in all cases of Basedow’s disease, even those 
that are so severe as to demand operation eventually. 
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Poynton, F. J., and Davies, H. M.: Cleido-Cranio- 
Dysostosis in Which the Removal of the Outer 
Part of the Imperfect Right Clavicle Relieved 
Severe Symptoms from Pressure on the Bra- 
chial Plexus. Proc. Roy. Soc. Med., 1914, viii, 
Sect. Dis. Child., 21. By Surg., Gynec. & Obst. 

The authors report the case of a girl, aged 20 
years, whose work as a dressmaker had been inter- 
fered with by severe shooting pains down the inner 
side of the arm and over the front of the chest. 

There was marked loss of power in the right hand 

and much circulatory disturbance. When the 

shoulder was depressed the right pulse was dimin- 
ished in volume, a sign which assisted in the exclu- 
sion of syringomyelia, a condition which has been 
described in association with this form of dysostosis. 

The outer fragment of the clavicle was removed, 
and when the patient left the hospital there was 
already improvement. She has been completely 
free of the severe neuralgic pains, her hand has 
recovered power, and she has resumed her occupa- 
tion. The only complaint now is a dull ache in 
both shoulders, brought on by the long hours dur- 
ing which she sits at her work in a position that tends 
to make the shoulders ‘‘over-stoop.”’ This is re- 
lieved by sitting up with the shoulders braced back, 
and is of an entirely different nature from the former 
trouble, which was caused by the inner end of the 
outer fragment of the right clavicle pressing back on 
the nerves. Epwarp L. CorNeLt. 


Wolff, M., and Ehrlich: Artificial Pneumothorax 
(Uber kiinstliche Pneumothorax). Fortschr. a. d. 
Geb. d. Réntgenstr., 1915, xxii, 518. 

By Surg., Gynec. & Obst. 

Since July, to12, Wolff and Ehrlich have per- 
formed pneumothorax in 44 cases, in 12 by Brauer’s 
incision method and in 32 by Forlanini’s puncture 
method. They are inclined to think that the latter 
is preferable. They operate with a low intrapleural 
pressure, not more than 1, 3, or 5 mm. mercury; 

in a few cases only it was as high as 10 to 15 mm. 

Such high pressure was used only in cases where 

adhesions had to be freed. ‘The initial dose of 

nitrogen was generally 800 to 1,000 ccm., for the 
purpose of producing rapid atelectasis of the lung 
and loosening adhesions. They never had symp- 
toms due to pressure on the heart and mediastinum 
with these doses. The later doses were 400 to 300 


ccm. and less. They sometimes gave total amounts 
as high as 23,000 ccm., when, of course, more or less 
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The preliminary réntgen treatment improves the 
general condition of the patient and therefore makes 


the prognosis better on operation. Nagelschmidt 
expresses the same opinion. Cases of recurrences 
should be given réntgen treatment. A. Goss. 
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absorption of nitrogen had taken place between the 
treatments. The intervals between injections were 
at first 2 to 4 days and later as long as 28 days. 

The average time for the entire treatment was a 
year. It is better to maintain pneumothorax too 
long than to give it up too soon. The authors do 
not think it is justifiable to discharge patients after 
4 to 5 months. 

In general, the indications are as given by the 
older authors; i.e., in severe, chronic unilateral 
tuberculosis. But it is seldom that the opposite 
lung is absolutely free from tuberculous foci. If 
these are small and quiescent, pneumothorax is not 
contra-indicated. The effects are not very favor- 
able in cases with cavities. It is contra-indicated 
if such pronounced adhesions are present as to make 
extensive pneumothorax impossible. This, how- 
ever, can generally be determined only by trying. 
It is very important to keep the patients under 
rontgen observation to determine the effects of 
insufflation, the degree of retraction of the lung, 
and the degree of displacement of the heart and 
medisatinum. 

Histories of a number of the authors’ cases are 
given. Of the 45 cases, 4 were clinically cured, 9 
greatly improved, 3 considerably improved, 5 with- 
drew from treatment. In 6 cases successful pneumo- 
thorax was impossible on account of adhesions, 6 
grew worse, and rr died. 

They do not agree with those enthusiastic authors 
who believe that pneumothorax is indicated in the 
great majority of cases of pulmonary tuberculosis, 
but they think the method is justified, as they at- 
tained improvement or even cure in a number of 
severe cases that would have been hopeless by other 
methods. The method has thus far been used only 
in very severe cases. As the operation is slight, 
they believe it should be extended to more recent 
cases, in which it will give better results. A. Goss. 


PHARYNX AND CSOPHAGUS 


Chamberlin, W. B.: Removal of an Open Safety 
Pin from the (sophagus Under Suspension. 
Laryngoscope, 1915, xxv, 18. 

By Surg., Gynec. & Obst. 

The author reports a case of a baby, aged 11 
months, with an open safety pin, point up, at the 
upper end of the oesophagus. Under general 
anesthesia with the child in suspension, the pin 
was removed by grasping the head with a forceps 

in the left hand and rotating the pin by means of a 
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second forceps in the right hand, thus demonstrating 
the advantage of having both hands free for ma- 
nipulation. ELLEN J. PATTERSON. 


Moore, J. L. I.: Epithelioma of the @sophagus. 
Proc. Roy. Soc. Med., 1914, viii, Laryngol. Sect., 8. 
By Surg., Gynec. & Obst. 


This patient, a male, aged 59, was shown to illus- 
trate the benefits of Hill’s feeding tube. The 
patient had had dysphagia for two months and when 





INTERNATIONAL ABSTRACT OF SURGERY 


first seen on September 18th had lost 37 pounds 
in weight. Solid or semisolid food swaliowed was 
soon vomited. He could only retain liquid food. 
There was a large secretion of mucus day and 
night, of which he vomited a cupful at a time. At 
the time of writing the tube had remained in situ for 
seven weeks and food was retained. He could 
swallow liquids without discomfort. He was re- 
lieved of the mucous secretion, and his general con- 
dition was much improved. Orro M. Rort. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Mantelli, C.: Results of Plastic Repair of Inguinal 
Hernias with the Sartorius Muscle (Esiti 
lontani della plastica col sartorio nella cura di 
certe ernie inguinali). Gazz. d. osp. ed. clin., Milano, 
IQ14, XXXV, 2023. By Surg., Gynec. & Obst. 

The author calls attention to this most excellent 
method of repair in recurring hernias, published by 
him in 1910, and now reports the results obtained. 
He has employed this method, especially in hernias 
that had recurred after operations, with the several 
well-known methods, and has had not a single 
recurrence. 

The method of operation is as follows: An in- 
cision is made over the inguinal canal in the usual 
manner. ‘This is slightly extended to the anterior 
superior spine of the ileum, and at the acute angle 
of the inguinal canal the incision is carried down 
over the course of the sartorius muscle for about 
sixteen centimeters. The sartorius is completely 
divided at its middle third, leaving intact its 
posterior aponeurotic sheath. It is turned thus 
into the inguinal canal and stitched to the outer 
border of the rectus abdominis muscle and to the 
crural arch, the sutures including Poupart’s liga- 
ment. V. A. LAPENTA. 


Davis, J. D. S.: Diaphragmatic Hernia; 
of Five Cases. 
Asheville, t914, Dec. 


Report 
Tr. South. Surg. & Gynec. Ass., 
By Surg., Gynec. & Obst. 

Davis reports five cases of traumatic diaphragma- 
tic hernia. The first was seen four days after an 
injury. The patient, a fireman, strained himself while 
holding a hose up on a ladder. He felt faint and 
was lowered to the ground and sent to the St. 
Vincent Hospital, where the author saw him four 
days later. The patient was in great agony. The 
left chest was dull, the heart displaced to the right, 
and the abdomen rigid. He could retain nothing 
on his stomach and died an hour later. Post- 
mortem revealed a rent in the diaphragm, the entire 
stomach and part of the transverse colon being in 
the pleural cavity. 

The second case was seen by the author at Cun- 
ningham’s Private Hospital in Ensley. He was a 
large man, who had been stabbed in the left side 


between the eighth and ninth ribs through the 
costodiaphragmatic sinus. <A section of omentum 
was protruding from the chest wound. Under 
ether the wound was enlarged and the eighth rib 
cut in two places about four inches apart, so that 
the flap could be elevated. The transverse colon 
and omentum had protruded through a two-inch 
incision in the diaphragm. The colon and omen- 
tum were replaced and the diaphragm closed with 
interrupted silk sutures. The chest was closed with 
interrupted wormgut sutures and a cigarette drain 
inserted. For fear all the abdominal organs had 
not escaped injury, the patient was turned on his 
back and the abdomen opened through the right rec- 
tus muscle. A little blood was removed with moist 
gauze sponges. No injury to the abdominal 
viscera was found, and the abdominal wound was 
closed in layers with catgut sutures. The patient 
made a good recovery. 

The third case was a negro weighing about 180 
pounds, who had been stabbed in the left side and 
thrown off of a moving car. He was received at 
the Hillman Hospital in a state of slight shock with 
dullness over the left thorax to the fifth rib. The 
stab was between the eighth and ninth ribs. The 
man was given ether and the wound was enlarged 
for six inches; through the opening the eighth rib 
was cut at two points six inches apart, and the flap 
and a part of the stomach lifted; the transverse 
colon and omentum were found protruding through 
the diaphragmatic incision, which was about four 
times as large as the skin wound. The stomach, 
which had been cut, slipped back into the abdomen 
before it could be sutured. The transverse colon 
and omentum were replaced and the diaphragm 
closed with interrupted No. 2 catgut sutures. A 
small cigarette drain was placed in the chest which 
was closed with through-and-through wormgut 
sutures. The patient was then turned on his back 
and the abdomen opened through the right rectus 
muscle above the umbilicus. ‘The wound in the 
stomach was sutured with a double row of continu- 
ous Lembert silk sutures, and the small amount of 
blood present was mopped out. The abdomen 
was then closed with tier catgut sutures, a cigarette 
drain being placed in the lower end of the incision. 
Drainage was removed from the abdomen on the 
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second day and from the thorax on the fourth day. 
The patient made a good recovery. 

The fourth case was received at the Davis In- 
firmary, with the history of having been cut in the 
left chest and in the right side of the abdomen during 
afight. After receiving the cuts, the man continued 
to fight until he fell exhausted. He was taken 
to the infirmary two hours later and placed on 
the operating table. A wound was found in left 
chest between the seventh and eighth ribs near the 
posterior axillary line and a stab wound in the 
abdomen just above the umbilicus on the right side. 
An incision was made through the seventh 
intercostal space for exploration, and _ the 
stomach was found in the pleural cavity. The 
incision was increased to about six inches, and the 
seventh and eighth ribs were cut in front and behind. 
Retraction of the wound gave a good view of the 
stomach, which was carefully examined and re- 
placed. The incision in the diaphragm about two 
inches long was closed with No. 2 catgut sutures. 
The chest was closed with interrupted wormgut 
sutures without drainage. The patient was then 
turned on his back and the abdomen opened through 
the right rectus, extending two inches above and one 
inch below the umbilicus. A cut was found in the 
transverse colon and a little blood in the abdomen. 
The cut in the transverse colon was closed with a 
double row of continuous Lembert silk sutures and 
the blood mopped out with moist gauze sponges. 
The abdomen was closed with tier catgut sutures. 
The patient did well until the sixth day, when he had 
a chill and his temperature ran up to 104°, pulse 
120. A suture was cut in the posterior portion 
of the chest wound and a pair of forceps introduced 
and opened, when a lot of bloody serum flowed out. 
A small rubber drainage tube was introduced and 
left for a week. The fever continued for five days, 
when it disappeared and the patient recovered. 

The fifth case was a male of medium size who 
entered the Hillman Hospital December 9, to14, 
with two cuts in the chest. One stab was received 
to the left of the nipple between the fifth and sixth 
ribs and another through the eighth rib on a line 
with the inferior angle of the scapula. Through the 
second wound a portion of omentum was protruding. 
One of the internes, after cleansing the chest with 
iodine, tied off the omentum and reduced it, mopped 
the wound with iodine, then packed the wound with 
iodoform gauze and covered both wounds with sterile 
dressing. Three days later the patient was pre- 
pared for operation for the author’s clinic. He was 
placed on his right side and under ether the eighth 
rib was resected, making a flap with the base above 
according to Cranwell’s method. The diaphragm 
had been opened two and one-half inches, through 
which incision a large portion of omentum and a 
section of colon had protruded. The omentum 
and the colon were reduced and the opening in the 
diaphragm was closed with No. 2 catgut sutures. 
A small cigarette drain was placed in the lower 
angle of the wound, and the chest closed with 
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buried catgut sutures, except the skin, which was 
closed with interrupted wormgut sutures. Had the 
patient been operated on the first day he arrived 
in the hospital, the abdomen would have been 
opened as a precaution for possible visceral injury. 
But three days later he had no evidence of abdominal 
injury; the abdomen was relaxed. He had been 
eating a regular diet, and so it was concluded that 
he had sustained no injury to any of the abdominal 
viscera. On December 21, to14, the patient was 
up and around the hospital. Recovery seemed 
certain. When an operation is decided upon, the 
question arises as to which is the best route to 
follow. If the abdominal route is selected, it is 
not at all easy to reach the wounded diaphragm. 
Prolonged and difficult maneuvers are required 
to bring the wound into view; if it should be found 
necessary to enlarge the opening, the task will 
prove difficult of accomplishment by way of the 
abdomen, and it will be found exceedingly difficult 
by this route to apply sutures to the diaphragm. 

The thoracic route presents great advantages. It 
has one decided merit in injuries of the chest; viz., 
that the external wound itself serves as a guide. 
The chest is to be opened at the site of this wound 
and the course of the wound followed. Further, 
this is the most direct route; it affords space for 
reducing the hernia, if one is found to exist, and for 
enlarging the diaphragmatic wound and treating 
the hernia. There are two objections to thorac- 
otomy. The first is danger of pneumothorax. The 
second objection is that the route does not permit 
exploration of the peritoneum and its contents. 
This objection is valid in regard to those cases in 
which it is necessary to repair injuries and remove 
intestinal contents and blood from the peritoneal 
cavity. In the cases in which it is important to 
ascertain what viscera, if any, has been wounded 
an abdominal section is necessary. 

No hard and fast rules are to be made for surgical 
procedures; each case should be approached ac- 
cording to its individual features; but from ob- 
servations of the author the superiovity of the 
transpleural route in the treatment of thoracico- 
abdominal wounds seems to be indisputably estab- 
lished. A regular technique is difficult to establish 
because of the great variations of the wound. The 
author recommends, as a rule, Cranwell’s trap-door 
opening withthe base above. He believes, however, 
that resection of one rib is often sufficient and 
that the incision seldom needs to extend above the 
eighth rib in front or the seventh behind. 


GASTRO-INTESTINAL TRACT 


Ehrenreich, M.: Diagnosis of Secretory Insuf- 
ficiency of the Stomach in Its Early Stages 
(Zur Diagnose der beginnenden sekretorischen 
Insuffizienz des Magens). Berl. klin. Wehnschr., 
1914, li, 1546. By Surg., Gynec. & Obst. 


There has been a great deal of discussion as to 
the presence or absence of free hydrochloric acid 
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in the stomach contents in carcinoma of the stom- 
ach. However, the real question at issue is not 
the presence or absence of acid, but the condition 
of the secretory function of the stomach. Car- 
cinoma inhibits the secretory activity of the stom- 
ach, while in benign conditions, such as_ ulcer, 
this activity is rather increased. The absence of 
acid ocurs only at a late stage, while to be effective 
the differential diagnosis must be made at an early 
stage. 

As a method of making this diagnosis of secretory 
insufficiency early, Ehrenreich suggests that the 
acidity of the residue in the fasting stomach be 
determined and compared with the acidity after a 
test breakfast. In ulcer the acidity is as high or 
higher in the breakfast as in the residue, while the 
opposite is true in cancer. When a test break- 
fast is given on a stomach from which the residue 
has just been removed, the stomach has already been 
stimulated by the residue and is tired; if there is any 
decrease in function, as there is in carcinoma, it 
will manifest itself under such conditions and the 
acidity of the breakfast will be lowered; the op- 
posite will be true in ulcer where there is a tendency 
to oversecretion. 

Tables are given showing the comparative values 
in the two conditions noted. Operation in several 
cases confirmed the findings shown in the tables. 
The amount of the residue influences the results, 
and they have been found most accurate where the 
amount of the residue was practically the same as 
that of the breakfast. A. Goss. 


Alberts, G.: Operative Treatment of Acute Haem- 
orrhage of the Stomach (Ein Beitrag zur opera- 
tiven Behandlung der akuten Magenblutungen). 
Deutsche Ztschr. f. Chir., 1914, cxxx, 308. 

By Surg., Gynec. & Obst. 


In 1887 Mikulicz first proposed operation for 
acute hemorrhage of the stomach, and as excision 
of the ulcer was impossible, he cauterized the floor 
of the ulcer. Since then various methods of opera- 
tion for this condition have been tried, not always 
with very great success. Alberts reports six cases 
in which he operated by ligating the arteries of the 
greater and lesser curvatures; in some cases this 
was combined with gastro-enterostomy to relieve 
the stomach. Two of the patients, who were in a 
very grave condition from loss of blood before the 
operation, died. One had a recurrence of hemor- 
rhage afterward. The results were good in the other 
three cases. 

It has been shown by animal experiments that 
there is no danger of necrosis of the part of the 
stomach from which the blood supply is cut off. As 
most patients have bled severely before operation 
the whole mortality should not be attributed to the 
operation. Chronic hemorrhage may be arrested 
by gastro-enterostomy; jejunostomy is also some- 
times performed. Both of these operations are 
easy to perform, but neither guarantees hemostasis. 
Ligation combined with jejunostomy is best for 
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threatening acute cases, and if it were performed 
earlier the mortality would be less. A. Goss. 


Doolin, W.: Experiments in the Transplantation 
of Gastric Mucous Membrane. Surg., Gynec. 
& Obst., 1915, XX, §3- By Surg., Gynec. & Obst. 


The author has carried out various experiments 
in confirmation and extension of Axhausen’s re- 
searches upon this subject. Axhausen has shown 
that autoplastic transplantation within the ab- 
dominal cavity produces cyst-formation, the cyst 
wall being lined with cutical epithelium. Doolin 
has succeeded in demonstrating that this cyst 
lining has its definite origin in certain epithelial 
islets which have survived the general necrosis of 
the transplanted material; the survival of these 
islets is due to early adherence of the omentum 
around the site of implantation, the blood-vessels 
of the omentum carrying the requisite nutrition. 
The size of the cyst formed varies directly with the 
length of time which has elapsed since the operation. 

Other surroundings, such as the soft subcutaneous 
tissues, proved not to have the same powers of 
nutrition as the omentum for the sensitive mucosal 
grafts, and in a series of experiments undertaken 
to test the feasibility of forming tubular grafts the 
mucosa did not servive. In conclusion, the author 
states his belief that tubular grafts of hollow ab- 
dominal mucosal tissue, such as Lexer’s implanta- 
tion of an appendix for stricture of the urethra, 
depend for their success upon the maintenance of 
their lumen by the muscularis, with a later lining 
of the canal with epithelium pouring in from the 
surroundings. 


Carman, R. D.: Some Elementary Features of 
the X-Ray Diagnosis of Gastric Carcinoma, 
Gastric and Duodenal Ulcer. Canad. M. Ass. 
J.5 IOTS, V; 26. By Surg., Gynec. & Obst. 


Carman observes that the radiologic manifesta- 
tions of gastro-intestinal pathology have various 
and fluctuating values; some are pathognomonic, 
others strongly indicative, and still others merely 
suggestive. Three varieties of stomach are en- 
countered: the normal, the reflex, and the pathologic. 
Distinction of the pathologic from the normal is not 
very difficult but distinction of the pathologic from 
the reflex is often troublesome. The author’s 
technique is a combined fluoroscopic and_ skia- 
graphic examination with a double opaque meal, 
the first meal being given six hours in advance of 
the examination to determine the gastric motility. 

The abnormal stomach manifests itself by altera- 
tions of form, contour, motility, peristalsis, mobil- 
ity, tone, and position. The chief sign of gastric 
cancer is the filling defect, a permanent irregularity 
of contour which must be differentiated from de- 
formity caused by a gas-filled colon, extrinsic 
tumor, or spasm. Other signs of cancer are the 
gaping pylorus of non-obstructive cases, stenosis 
with six-hour residue in the obstructive cases, 
generally diminished peristalsis, absence of peristal- 
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sis from involved areas, lessened mobility, and 
lessened flexibility of the stomach. Syphilis and 
other benign tumors may produce similar signs. 
The cardinal signs of gastric ulcer are the niche of 
penetrating ulcer and the accessory pocket of 
perforating ulcer, either of which represent the 
ulcer-excavation as visualized by the opaque meal. 
Other signs are the incisura —a local constriction 
in the plane of the ulcer — hour-glass stomach, 
residue in the stomach after six hours, localized 
pressure-tender point at the site of the ulcer, acute 
fish-hook form of the stomach with displacement 
to the left or downward, lessened mobility, and 
hypotonus. 

The manifestations of duodenal ulcer include: 
hyperperistalsis, with or without six-hour retention, 
accessory pocket of a perforating ulcer, hyper- 
motility, hypertonus, deformity of the bulbus 
duodeni, pressure-tender point over the duodenum, 
and reflex gastrospasm producing hour-glass con- 
traction or transient incisure. 


Haudek: Ultimate Results in Two Hundred and 
‘ifty Operative and Non-Operative Cases of 
Deep Ulcer of the Body of the Stomach (Ut er 
die weiteren Schicksale operierter und nicht operier- 
ter Patienten mit tiefgreifenden Geschwiiren des 
Magenkérpers auf Grund von 250 eigenen Beo- 
bachtungen). Deutsche Gesellsch. f. Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


On the basis of his immediate and late examina- 
tions for the past four years the author found that in 
all cases that he had diagnosed as chronic crater- 
shaped ulcer of the fundus of the stomach by means 
of the niche appearing in the réntgen picture, there 
were frequent recurrences and periodically appear- 
ing symptoms in the cases treated internally, so 
that in general he thinks operation is indicated. 
This opinion is supported by the dangers which 
threaten in this disease, such as haemorrhage, 
gradual loss of strength, malignant degeneration in 
3.5 per cent of the cases; but he does not hold that 
the indication for operation is unconditional, for, 
on one hand, there are cases with relatively mild 
course, slight symptoms, and long intervals free of 
any symptoms, while, on the other hand, the results 
of the simplest stomach operation, gastro-enteros- 
tomy, are not always favorable on account of the 
high position of the ulcer. 

Of 66 patients on whom gastro-enterostomy was 
performed 8 died, 5 of them because the primary dis- 
ease was already too far advanced; in 26 cases the 
symptoms recurred, and in 20 cases the persistence 
or return of the niche indicated a continuance of 
the primary disease, in spite of the fact that the 
gastro-enterostomy functioned well. Six were oper- 
ated upon again. Of 12 cases examined later in 


1909 and 1910, there were to recurrences, so it is 
to be feared that in the future there will be a still 
further decrease in the 16 cured cases. 

Of 13 cases resected by the Billroth Il method, 8 
were cured, 2 improved, and 3 


died a short time 
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after the operation. Of 6 jejunostomies, 3 cases 
which were in a very bad condition when operated 
on died, 1 case remained well, 2 cases recurred, and 
one of these was cured afterward by a transverse 
resection. Of 4 plastic operations 3 recurred, and 
the other case has not been heard from. Two 
gastrostomies also recurred and one of two gastro- 
enterostomies. Of 17 transverse resections 14 were 
cured, 1 improved, 2 died. 

The réntgen findings in transverse resection of 
the stomach are typical; there is a short contracted 
stomach with unusually quick emptying through the 
open pylorus. The author thinks this is a favorable 
factor in prognosis, as it prevents the collection of 
acid stomach secretion with its bad consequences. 
Transverse resection is technically difficult, but the 
results are excellent. The surgeon can judge of the 
degree of severity of the radical operation from the 
réntgen picture; it becomes more difficult with 
increase in size, high position, and involution of the 
niche. 

Von HaBErER, Innsbruck, like Perthes, advocates 
radical operation in ulcer of the stomach; he resects 
in ulcer of the fundus and also of the pylorus. In 
ulcer at a distance from the pylorus he has become 
an absolute advocate of resection, because of the 
unsatisfactory results in simple gastro-enterostomy 
reported by Clairmont in von Eiselsberg’s material. 
Von Haberer reports 83 resections for ulcer with 75 
recoveries and 8 deaths. The late results are good. 
A great deal has been said about recurrence of ulcer, 
even after resection. Von Haberer doubts whether 
these are always true recurrences. He _ believes 
that more frequently than has been thought, there 
has been a second ulcer that was overlooked on 
operation. If, for example, an ulcer of the pylorus 
has been extirpated by the Billroth If method, and 
a second one has been left on the lesser curvature, 
after resection of the pylorus the same condition is 
present as after simple gastro-enterostomy in an 
ulcer at a distance from the pylorus. In such pa- 
tients the symptoms may persist. Among 83 cases 
von Haberer had 15 of multiple ulcers; that is, in 18 
per cent of the cases. He succeeded in finding these 
ulcers by palpation; they had often caused no 
change in the serosa. He was guided by the condi- 
tion of the glands. He found that in the neighbor- 
hood of the ulcer on one of the curvatures of the 
stomach, glands could always be felt and that some 
times they were somewhat reddened. If the part of 
the stomach in which these glands were found was 
palpated, the depressions of the ulcers could often 
be felt. If the pylorus is markedly stenosed it is 
very easy to overlook an ulcer high up on the lesser 
curvature, as in these cases there is apt to be a large 
saccular stomach; so that the second ulcer, even if 
it has penetrated, may not show in the réntgen 
picture, for such saccular stomachs cannot be en- 
tirely filled with bismuth. Von Haberer showed a 
specimen of such a one obtained on operation. The 
whole stomach should be carefully examined, and 
then better results may be expected. 
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FEDERMANN, Berlin, has performed 18 transverse 
resections for ulcer of the stomach, and in two of 
them a carcinoma has appeared within a year after 
the operation. 

CLAIRMONT, Vienna, has had 146 good results in 
305 gastro-enterostomies; that is, 48 per cent. 
Gast ro-enterostomy is effective only in ulcer of the 
pylorus; in ulcer at a distance from the pylorus 
resection is to be preferred. KATZENSTEIN. 


Melchior, E.: The So-Called Arteriomesenteric 
Occlusion of the Duodenum (Uber den soge- 
nannten arterio-mesenterialen Duodenalverschluss). 
Berl. klin. Wehnschr., 1914, li, 1637, 1660. 

By Surg., Gynec. & Obst. 

The commonly accepted theory has been that 
the abdominal organs were held in place by liga- 
ments — suspended in the abdominal cavity. 
That this is not true is shown by the structure of the 
mesentery, which contains no tendon fibers; more- 
over, it is absurd to suppose that the hepatogastric 
ligament could sustain the heavy filled stomach. 

The organs of the abdomen really either float or 
rest on the organs below, these in turn being sup- 
ported by the pelvic floor and the pressure of the 
abdominal walls. In accordance with the old 
theory duodenal ileus, or arteriomesenteric occlusion 
of the duodenum, is caused by the duodenum sink- 
ing down on account of relaxation of its support and 
becoming occluded by the root of the mesentery. 
But sufficient traction on the mesentery to produce 
such occlusion would cause the most intense and 
unbearable pain, as the sensitiveness of the mes- 
entery is well known; moreover, it would cause 
interference with the mesenteric circulation, leading 
to thrombosis and gangrene. Neither of these two 
conditions occurs. As a matter of fact this so- 
called duodenal ileus is due to dilatation of the 
stomach and the upper part of the duodenum, in 
contrast with which the lower part of the duodenum 
appears constricted. Actual dilatation does not 
take place unless the stomach is filled with fluid or 
gas, but there is an atony of the musculature that 
will be followed by dilatation if precautions are not 
taken to prevent it; therefore Melchior proposes 
to call the condition acute gastroduodenal atony. 
It should be avoided by care during operation, 
especially with the anesthetic, avoidance of ma- 
nipulation of the stomach during operation, caution 
in giving fluids after operation, and irrigation of the 
stomach if any signs of atony develop. 

The failure of the surgical procedures undertaken 
for the cure of the condition under the old theory 
should be sufficient to disprove it. The right 
treatment is not to select the correct surgical pro- 
cedure, but to diagnose it early enough to avoid 
the necessity of any operation. A. Goss. 


Reder, F.: Intestinal Anastomosis. 
IQI4, Cxii, 662. 


Lancet-Clin., 
By Surg., Gynec. & Obst. 

The author reviews the history of intestinal 
anastomosis and intestinal suture from 1730 up to 
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the present time, and notes that no part of abdom- 
inal surgery has undergone more radical changes 
than intestinal suture, and that in no other depart- 
ment of surgery is the contrast greater than that 
between the ancient and modern methods of in- 
testinal suture. He calls attention to the fact 
that the knots are often tied too tightly, thus 
inviting disaster, and another matter of equal im- 
portance is the placing of the stitch. Stitches should 
be introduced sufficiently close to render the line of 
suture impermeable to gases and fluids, and should 
be about an eighth of an inch apart. The amount of 
tissue included in each stitch and the extent of 
inversion of the wound margins must be accurately 
determined, lest a diaphragm of sufficient size be 
formed to act as a partial obstruction; enough of the 
serous surfaces, however, must be brought in con- 
tact to insure good agglutination. 

In discussing whether the suture should be con- 
tinued or interrupted, Reder thinks that from the 
analysis of the worth of these two sutures it can 
readily be inferred that a serous continuous stitch, 
supported by an inner continuous one, including all 
coats, would be the one of choice. The argument 
rather favors the double-row suture method, for it 
must be appreciated that an inner stitch invariably 
secures good and sufficient approximation, a firm 
apposition, and acts perfectly in controlling the 
bleeding from the cut edges of the gut. These facts, 
coupled with the added safety of an outer suture, 
give assurances that weigh heavy with the con- 
scientious surgeon. 

Considering the material best suited for intestinal 
suture, he states that nothing so far has taken the 
place of the fine silk or linen advocated by Pachen- 
stecher. 

The technical methods of intestinal anastomosis 
involve two important principles—simplicity and 
safety. The general trend of surgical opinion is 
strongly toward the view that simple suture is the 
most desirable method for employment in intestinal 
anastomosis. The reason for this is that possibly 
the trained operator who is able to perform an 
anastomosis almost as rapidly with the suture as 
with a mechanical device has found that these 
appliances are unnecessary, and, furthermore, he 
feels that he is free from the risk of leaving anything 
behind that might cause dangerous results and even 
death when his work is finished. The axiom of 


successful intestinal suturing, ‘“‘peritoneum to 
peritoneum,” established by Lembert, holds good 
today. 


Under the heading of “ Artificial Aids” the author 
emphasizes that intestinal surgery is not free from 
surprises, and that occasionally conditions are en- 
countered where it would be an undoubted con- 
venience to use certain artificial aids. Prominent 
amongst these devices are the decalcified bone-plates 
of Senn, the decalcified bone-bobbin of Mayo- 
Robson, with modifications by Allingham and Hayes. 
The potato-bobbin of Coffey and the soap-bobbin 
of Reder may well be classed among these aids. 


























These bobbins are simple and safe and can be 
adapted to any of the operations on the intestinal 


canal. After the bowel-ends have been sutured 
over the bobbin, the aid is left to its fate in the canal. 
It is usually safely dissolved or passed. 

He also mentions that the rubber cylinder pos- 
sessed the advantage that in an incongruence of 
the bowel-ends into which it was inserted it made 
their coaptation less difficult, thus facilitating the 
introduction of the sutures. Tension upon the 
intestinal wall could be readily controlled, and the 
removal of the bulb after the suture was nearly 
completed could be easily accomplished by defla- 
tion. The bulb’s greatest disadvantage was the 
short life of the rubber. 

The Murphy button is spoken of as a mechanical 
device introduced into the lumen of the bowel and 
utilized as a substitute for sutures. In the words 
of the author, “this button has exercised a more 
potent influence in the free application of intestinal 
surgery than any individual invention. It enjoys a 
distinction of its own, and is one of the many de- 
vices which has successfully weathered all sorts of 
attacks from all angles. The button is a most valu- 
able device, and almost indispensable in intestinal 
surgery.’ The author’s experience with it left no re- 
grets, and the greatest compliment he can pay the 
Murphy button is his statement that he feels more 
at ease when he sees it upon the tray with the in- 
struments for an abdominal operation. ‘‘ The 
Murphy button possesses undoubted merit of a 
high degree. The great saving of time in its appli- 
cation is appreciated because it lessens shock. Asa 
subjugating measure against infection, and in the 
lessening of post-operative paralysis, it has repeat- 
edly demonstrated its great value.” 

The author states that intestinal anastomosis may 
be accomplished by one of three methods: (1) 
axial or end-to-end union; (2) lateral anastomosis 
with closure of the cut-ends of the bowel; and 
(3) lateral implantation or end-to-side union. 

The selection of one of these methods is a matter of 
judgment with the surgeon. He must be guided 
by the conditions as they present themselves and 
as he recognizes them. His experience in this 
particular field of work, the most delicate and 
exacting in surgery, will dictate to him as to the 
best method to use. 

If the condition of the patient permits, preference 
should be given to the double-row suture method; 
i.e., an inner suture, reinforced by a continuous 
outer one, with a Shoemaker mesenteric stitch. 

If the condition of the patient is judged to be 
only fairly good, a single suture, the continuous 
Connell with the Lee mesenteric stitch, would be 
the suture chosen. 

If the condition be such that the operation must 
be completed speedily, and if the operator feels a 
lack of faith in his skill, it would be well for him to 
make use of the Murphy button. 

The author states that if he were asked what 
method he would prefer in effecting a bowel junc- 
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tion, either end-to-end or lateral, his reply would 
be that in a healty bowel—gunshot or stab wounds 
—he would use the end-to-end union, whereas in a 
diseased bowel—gangrenous bowel or malignant 
disease—he would have recourse to the lateral 
method, as it is absolutely necessary to maintain 
as good a blood supply as is possible where an 
excision of a diseased bowel is to be undertaken. 
Such a blood supply can be best maintained with a 
lateral anastomosis, because the incision for the 
purpose of communication is made in the terminal 
twigs of the blood supply and at a distance from 
the divided mesenteric trunks. 

The author’s allusion to the method of lateral 
implantation is brief. The technique of an end-to- 
side union he has found invariably more difficult 
to execute than that of any other method. It 
seems to him that the procedure possesses one 
serious drawback; i.e., the liability of the opening 
contracting. To obviate this, it would become 
necessary to enlarge the bowel openings cither by 
an incision or a partial excision of the intestinal 
wall. This would create a so-called fatal suture 
angle, one well to avoid in intestinal surgery if at all 
possible. 

Lateral implantation seems to have a working 
field in colocolostomy and ileocolostomy and in 
some cases of enteric exclusion. In his work of 
partial gastrectomies Kocher gives laudabl  ex- 
pression to this method. 

The anastomosis can be effected either with the 
single or two-row suture, or, as is frequently the 
case, with the Murphy button. 

Reder fails to see the advantage that a lateral 
implantation might possess over a lateral anastomo- 
sis. It seems to him that in it are embodied all the 
difficult steps of the other methods. 

ArtHur B. Eustace. 


Palmer, W. W.: The Absorption of Protein and Fat 
after the Resection of One-Half of the Small 
Intestine. Am. J. M. Sc., 1914, cxlviii, 856. 

By Surg., Gynec. & Obst. 
Palmer reports certain absorption observations 

obtained from a woman, aged 40, from whom 235 

cm. of intestines were removed by Codman. In 

June, 1913, the first operation was done for many 

tuberculous ulcers of the small intestine, lower one- 

third; a jejunocolostomy was done to relieve this 
condition, but owing to a distressing diarrhoea 
and abdominal cramps, in August a second operation 
was performed in which the lower half of the small 
intestines and the ascending colon was resected, 
making in all 235 cm. A lateral anastomosis be- 
tween the small intestine and the colon was made, 
and the immediate recovery was good. She was 
then referred to Palmer, who carried out an ex- 
tensive absorption experiment. At first on a low 
fat diet she improved, and was allowed to go 
home, but she soon developed numbness and 

“peculiar drawing sensations” in the legs, forearm, 

and face. This was recognized as a condition of 
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tetany. Chvostek’s, Trousseau’s, and Erb’s phenom- 
ena were all well marked. 

A second absorption experiment, together with a 
study of the calciun metabolism, was carried out. 
After the institution of a low fat diet and the use of 
calcium there was a marked and rapid improve- 
ment, and soon the Chvostek and Trousseau 
phenomena could not be elicited, and the electrical 
reactions were normal. This improvement con- 
tinued for three months, when she gradually lost 
weight, and suddenly the tetany returned; again 
upon the administration of the calcium the tetany 
disappeared in three days. 

The stools showed little change in gross appear- 
ance, but microscopically there was present more 
neutral fat than on any previous examination. For 
the next three months she made no progress, vomit- 
ing continued, and the tetany symptoms were 
present in varying degrees most of the time. 
Trousseau’s sign was easily elicited. In the upper 
abdomen directly above the umbilicus a sausage- 
shaped tumor could be felt, and another one under 
the scar of the previous operation. A third ab- 
sorption experiment was carried out, and without 
apparent cause she became mildly delirious, had 
ideas of persecution, and insisted on being taken 
home. The urine at no time showed albumin, sugar, 
acetone, or diacetic acid. 

Palmer describes minutely the methods and diet 
used by him in his experiments. The diet used in 
periods 1 and 3 consisted of eggs, bread, sugar, 
butter, and milk accurately weighed, and the 
nitrogen and fat was computed from the tables of 
Atwater and Bryant. 

In period 2 the food was analyzed for nitrogen, 
fat, and calcium. The food mixture was the one 
employed by Folin. 

In 1912 Flint gathered all the cases in which 200 
cm. or more of intestine had been resected, 59 cases 
in all. Denk removed 540 cm. (21 ft. 3 in.) of the 
small intestine from a woman 61 years of age, and 
he reports good recovery with no intestinal dis- 
turbances. It is claimed that in dogs one-half of 
the intestines can be removed without seriously 
affecting growth or metabolism; even as much as 
75 per cent of the intestine has been removed with 
recovery, but the dog usually dies of inanition, due 
to uncontrollable diarrhoea. 

In man the condition of the intestine is of the 
utmost importance, and should receive careful 
consideration whenever extensive resection is con- 
templated. Palmer insists that the greater the cer- 
tainty of leaving nothing but healthy intestine the 
more frequently may extensive resections be suc- 
cessfully undertaken. He warns against resecting 
more that one-half of the small intestine in man. 
In man as in animals fat absorption is most dis- 
turbed, nitrogen less interfered with, and the carbo- 
hydrates are nearly always absorbed in a normal 
manner. 

It is interesting to observe the calcium meta- 
bolism in this case; normally calcium is excreted by 
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the bowel, and during tetany following parathy- 
roidectomy there is a marked loss of calcium from 
the body. The remarkable improvements in this 
patient’s condition proves its importance in this 
tetany. 

Palmer’s conclusions are: 

1. Absorption studies after resection of the 
lower half of the small intestine are reported. 

2. The loss of nitrogen in the stools is from four 
to five times that of normal individuals. 

3. The loss in fat in the stools is five to six times 
the normal loss. 

4. A high urinary indican, 800 mgs., is reported. 

5. Ammonia forms a much larger part of the 
urinary nitrogen than in normal individuals. 

The success with which larger portions of the 
intestines may be removed depends to a large degree 
on the condition of the intestine remaining. 

7. Adiet low in fat and moderately low in protein 
should be given in cases where extensive resections 
are undertaken. Lewis B. CRAWFORD. 


Heile: Physiology of the Appendix (Zur Physiologic 
des Blinddarmanhanges). Deutsche Gesellsch. f. 
Chir., 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports experiments designed to ex- 
plain the physiological functions of the appendix. 
There are two factors to be investigated: the 
internal secretory activity of the mucous membrane 
of the appendix, and the position and innervation 
of the appendix with reference to the valve of 
Bauhin. 

1. The internal secretion of the mucous mem- 
brane of the appendix consists of digestive ferments, 
an albumin-splitting trypsin, and a carbohydrate- 
splitting ferment; there are also hormones which, 
when injected intravenously into rabbits, cause 
marked peristalsis, the movement being isoperis- 
taltic. These internal secretions are analogous to 
those demonstrated in the same way by the author 
in the mucous membrane of the cecum. These 
activities confirm the previous conception of the 
appendix; namely, that it is similar to the wall of 
the cecum not only in its microscopic anatomy, but 
also in its functional secretions. The ferments and 
hormones in the appendix are very abundant in 
quantity; this the author thinks is due to the fact 
that the chief agent in the internal secretion is 
lymphoid tissue, which is known to be especially 
abundantly developed in the appendix. 

2. The relations to Bauhin’s valve are as fol- 
lows: The appendix represents the termination oi 
the longitudinal musculature of the cecum. The 
posterior longitudinal band passes over from the 
appendix into a circular muscle. The ileocoli« 
muscle passes circularly around the end of the small 
intestine where it opens into the caecum, and when 
it contracts closes the end of the small intestine 
through a segment of the mucous membrane of the 
small intestine that projects into the end of the 
cecum over the circular muscle, and which, on 
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counterpressure from the cecum, acts as a valve and 
strengthens the resistance to fluid or air flowing 
backward from the cecum. The most important 
factor in this occlusion is the ileocolic muscle; this 
muscle is innervated from branches of the splanch- 
nic, which accompany the superior mesenteric artery 
and anastomose with fibers that run to the appendix 
through the mesenteriolum of the appendix. 

In 30 laparotomies the author demonstrated the 
following facts: Normally the muscle-flap absolutely 
prevents retrograde movement of fluid or gas from 
the cecum into the small intestine. In 1 to 2 per 
cent of cases the flap allows retrograde movement. 
The muscle-flap is always found open in those cases 
in which the mesenteriolum of the appendix shows 
oedematous infiltration as the result of inflammation; 
as for example, after acute appendicitis. Then the 
contents of the closed-off end of the cacum can be 
pushed back into the small intestine without resist- 
ance. The same thing is rendered possible when the 
nerves of the mesenteriolum up to the entrance of 
the small intestine are interrupted with novocaine. 

The author assumes that the action of the ileocolic 
muscle is related to the contraction of the longitudi- 
nal band of the caecum in the manner of antiperistal- 
sis, and that the internal secretions of the appendix 
have stimulating and inhibitory effects on the tonus 
of the ileocolic muscle. 

Conditions of abnormal resistance or insufliciency 
of the valve of Bauhin, according to the author, 
deserve more study. Clinical symptoms which are 
often regarded as the result of cecum mobile or 
chronic appendicitis may be due to insufliciency or a 
convulsive condition of the muscle-tlap. He had 
two patients in whom colic-like pains in the ileo- 
cecal region were fully overcome by appendectomy 
and lengthening of the ileocolic muscle in the manner 
of a pyloroplastic operation, KATZENSTEIN. 


Bischoff, C. W.: The Bastedo Sign in the Differen- 
tial Diagnosis of Chronic Appendicitis (Zur 
Differentialdiagnose des Appendicitis chronica). 
Monatschr. f. Geburtsh. u. Gynak., 1914, xl, 308. 

By Surg., Gynec. & Obst. 

Attention is called to Bastedo’s method, which 
consists of the inflation of the colon to be employed 
as the cardinal differential point between chronic 
appendicitis and right-sided disease of the uterine 
appendages, with special reference to the stratum, 
abdominal or vaginal, to be chosen for an operation. 

If the appendix is involved a sharp pain is expeti- 

enced about McBurney’s point, which is absent if 

the right pelvic organs alone are affected. In the 
latter case only a sense of fullness is experienced. 

The author used this method previous to laparotomy 

in 37 Cases irrespective of the cause. In 23 cases 

the Bastedo sign was present, and in all of these the 
appendix was affected in some way; while in the 
remaining 14 cases where the sign was not obtained, 
no changes were found in that organ. In 6 cases 
the right uterine adnexa were known to be in an 
inflammatory state, but none of these gave the 
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Bastedo sign; thus appendix involvement was 
excluded, which was verified during the operation. 

In 3 cases a marked pyosalpinx with extensive 
intestinal adhesions was present. None of these 
cases gave the Bastedo sign and the appendix was 
found to be normal. In a number of these cases 
where the appendix was found to be normal there 
had been a previous history of pain in McBurney’s 
region. The author calls attention to the good 
services Bastedo’s method has rendered in the 
differential diagnosis between severe neuralgia and 
appendicitis. 

Rost in 1912 stated that the Bastedo sign was 
present also in diseases of the colon. Further, that 
the appendix would respond only if it was bound 
down to the cecum by changes in its mesenteriolum. 
The author found that the sign was present in a 
number of cases in which the mesenteriolum showed 
no changes whatever. Rost demanded at that time 
also that the valency of Bastedo’s method be proved 
by applying it to patients whose appendices had been 
removed. This the author did in a number ot his 
cases which responded previous to operation, and he 
could not obtain the symptom in any of them. 

L. A. EMGr. 


Wolkowitsch, N. M.: The Muscle Symptom in 
Chronic Appendicitis (Das Muskelsymptom bei 
chronischer Appendicitis). Russk. Vrach, 1914, xiii, 
6or. By Zentralbl. f. d. ges, Chir. u. i. Grenzgeb. 

The author called attention in 1911 toa symptom 
which he called the muscle symptom that he could 
always demonstrate in the intervals of chronic 
appendicitis. Diagnosis based on this symptom 
was frequently confirmed on operation. In con- 
trast with the condition in acute appendicitis where 
the muscles of the ileocecal region are tense and 
have a greater tonus than those of the left side, he 
could always demonstrate that in chronic appen- 
dicitis the opposite was true: the musculature on 
the right is more flaccid and less voluminous than 
on the left. This difference in tonus can be per- 
ceived clearly on palpation with the hand, especially 
if care is taken to avoid any irritation before the 
palpation, such as deep palpation and laxatives. 

The author has made tests on fifty patients with 
the help of Exner and Tandler’s tonometer and in 
all cases confirmed the findings on palpation. ‘To 
be sure the tonometer showed only slight differences 
on the right and left, from fractions of a degree up 
to 1.5 degrees. He explains this by the fact that the 
fat layer and still more the organs of the abdominal 
cavity increase the readings of the tonometer. He 
cannot say at present whether the symptom is 
present in other diseases of the abdominal cavity or 
whether it has value in differential diagnosis. 

In conclusion, he points out that this symptom fre- 
quently coincides with a scoliosis of the spinal col- 
umn to the right, and other authors, among them 
Mayet and Delapchier, have previously pointed out 
the connection between chronic appendicitis and 
left scoliosis of the spinal column. Von Horst. 
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Opitz: Causes of Appendicitis (Uber die Ursachen 
der Wurmfortsatzentziindung). Deutsche Gesellsch. 

f. Chir., tor4. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

On the basis of observations made in gyneco- 
logical laparotomies, the author reports the frequen- 
cy of adhesions of the cecum, sigmoid, and appendix. 
Among 160 cases which remained from a much 
larger material after excluding those in which the 
information was insufficient, there were only 14 
cases in which the caecum, appendix, and sigmoid 
were all free of adhesions. In all the others there 
were peritoneal adhesions, varying greatly in degree. 

The appendix was free of adhesions in 76 cases, 
the caecum in 36, and the sigmoid in 20. The nature 
of the adhesions must be regarded as chiefly in- 
flammatory. Congenital peritoneal adhesions did not 
appear in more than 20 per cent of the cases, while 
in the material of the Giessen gynecological clinic 
there were adhesions in 90 per cent of the cases. 
From this Opitz draws the conclusion that the large 
intestine, especially the ascending colon, cecum, 
and sigmoid, is much more frequently diseased than 
the appendix. But microscopic examination of 100 
so-called stolen appendices showed that the appendix 
presented signs of past inflammation of mild or 
severe degree in a much higher percentage of cases 
than would be supposed from the external appear- 
ance of the appendix. Of co appendices only 20 
were entirely or approximately normal, 43 showed 
marked signs of old changes, rather mild in degree, 
while 31 showed pronounced signs of severe phleg- 
monous or ulcerous processes, although the history 
showed no previous attack of appendicitis. From 
these facts the author draws the following con- 
clusions: 

1. Diseases of the large intestine, in the form of 
typhlocolitis, sigmoiditis, etc., are much more fre- 
quent than diseases of the appendix. 

2. Diseases of the appendix are caused for the 
most part by preceding diseases of the colon. 

3. The transmission of the disease takes place, as 
Aschoff has shown, not by an extension of the in- 
flammation from the wall of the caecum to the wall 
of the appendix, but by infectious intestinal contents 
penetrating the appendix and being held there for 
some time. In this the chemical composition of the 
intestinal contents seems more important than its 
bacterial content. Nervous disturbances are also 
involved, either directly from irritation of the 
vegetative nerves by adhesions, or by absorption of 
toxins, causing circulatory disturbances in the 
appendix. 

The author leaves unsettled the question of how 
far cecum mobile and related conditions are re- 
sponsible for the origin of diseases of the large 
intestine, but he agrees with Klose, Eastman, and 
others that in the treatment of diseases of the 
appendix it is not sufficient to make a small incision 
and remove the appendix, but a large enough 
incision should be made to examine the surrounding 
parts. KATZENSTEIN. 
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Aschoff, L.: Do Worms, Especially Oxyuris, Cause 
Appendicitis Directly or Indirectly (Sind die 
Wiirmer, besonders die Oxyuren, direkt oder in- 
direkt, schuld an der Appendicitis)? Berl. klin. 
Wcehnschr., 1914, li, 1504. By Surg., Gynec. & Obst. 


It has long been known that the appendix is 
frequently infested with oxyuris, and Aschoff several 
years ago described a condition of pseudo-appendici- 
tis caused by these worms. Rheindorf has claimed 
that they are responsible for true appendicitis 
with destruction of tissue. From the examination 
of a vast amount of material Aschoff cannot con- 
firm this finding and concludes that they do not 
cause true appendicitis, either directly or in- 
directly. However, greater attention should be 
given to infection with these worms, especially in 
children, for they cause attacks of psuedo-ap- 
pendicitis, which frequently cause the children to 
be subjected to unnecessary operation. A. Goss. 


Péraire, M., and Boyet, J.: New Method of Dis- 
tinguishing the Acute from the Non-Acute 
Stage in Appendicitis or Salpingitis (Nouveau 
procédé pour reconnaitre si une appendicite ou une 
salpigite est ou n’est pas refroidie). Rev. internat. de 
méd. et de chir., 1914, xxv, 164. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The authors maintain that the appearance of 
acetic acid in the urine is a sure sign of fresh in- 
flammation in the appendix or tubes. With the 
appearance of fresh inflammation acetic acid appears 
in the urine; the lack of it shows reliably the retro- 
gression of the inflammation. FREUND. 


Duffy, R.: Pituitary Extract in Post-Operative 
Intestinal Stasis. WN. Y. M.J., 1915, ci, 72. 
By Surg., Gynec. & Obst. 


The author quotes extensively from authors who 
speak very favorably of the use of pituitary extract 
in post-operative intestinal stasis. In many cases 
in which it was impossible to get a bowel movement 
or to promote flatus after operation by any of the 
ordinary means, an injection or two of pituitrin 
brought rapid relief. Incidentally, it was advan- 
tageously used in cases of shock and of difficulty in 
micturition. 

He cites ten of his own cases, in four of which it 
was used only after other measures had failed, and 
in six it was given as a routine measure six, twelve, 
and eighteen hours after operation. In the former 
group the results were uniformly good, in the latter 
group a favorable result was noted in all but one 
case. 

The author’s conclusions are as follows: 

1. Pituitary extract is an important aid in post- 
operative paralytic ileus. 

2. It should be tried in all cases in which purga- 
tives are not retained by mouth. 

3. Its effect on the peristalsis in cases with 
tympanites seems to be more marked than in cases 
with no intestinal distention. 

ALFRED H. NOEHREN. 
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Delatour, H. B.: Persistent Embryonal Type of 
Large Intestine. Ann. Surg., Phila., 1915, lxi, 73. 
By Surg., Gynec. & Obst. 

Failure of rotation of the large intestine, either 
partial or complete, is occasionally encountered in 
adult life. Acute abdominal conditions occurring 
under such circumstances may easily be incorrectly 
diagnosticated. Of the more common forms of 
embryonal type is a high right-sided position of the 
cecum. Appendicitis in such cases, especially in the 
adult, may be mistaken for acute cholecystitis. 
Delatour relates such a case in which a gangrenous 
appendix was successfully removed. This represents 
an arrest of rotation of the large intestine at about 
the fourth month of intra-uterine life. He quotes 
Smith as finding this condition 63 times in 1,050 
autopsies on infants under 3 months of age. He 
himself has observed 9 adults with undescended 
cecums. The condition is sufficiently common in 
children, he believes, to indicate a higher incision 
for appendicitis than in adults. 

Another case in an adult illustrates an earlier 
period of arrest. The signs and symptoms indicated 
an acute condition in the left upper quadrant. 
Operation disclosed an appendix abscess to the left 
of the spine with the appendix adherent over the 
left kidney. The cecum was high with a very short 
ascending and transverse colon. A third case in a 
youth of 19 with signs and symptoms indicating 
acute inflammation in the left lower quadrant was 
correctly diagnosed as left-sided appendicitis. The 
cecum was found in the left iliac fossa with the 
ascending colon passing directly upward to the left 
of the spine parallel to the descending colon. Sub- 
sequent bismuth examination showed some gastrop- 
tosis with the duodenum directed in a straight 
course to the right, the small intestine occupying 
the right half of the abdomen and the large in- 
testine the left side, as noted at operation. 

The author states that the discovery of the small 
intestine uncovered by omentum or large bowel 
through an incision in the right side should lead one 
to suspect non-rotation of the large intestine. 

T. W. Harmer. 


LIVER, PANCREAS, AND SPLEEN 


tinhorn, M.: Direct Examination of the Duodenal 
Contents and Bile as a Means of Diagnosis in 
Diseases of the Gall-Bladder and Pancreas 
(Die direkte Untersuchung des Duodenalinhalts und 
der Galle als diagnostisches Hilfsmittel bei Gallen- 
blasen und Pankreasaffektionen). Berl.  klin. 
Wchnschr., 1914, li, 1888. 
By Surg., Gynec. & Obst. 
Frequently the typical picture is not present in 
gall-bladder disease, and the diagnosis of pancreatic 
disease has always been difficult. Einhorn advises 
the direct examination of the contents of the 
duodenum for the purpose of differentiation. The 
contents can be obtained by aspiration. If nothing 
is obtained after 5 to ro minutes, aspiration secretin 
can be given subcutaneously and aspiration per- 
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formed again in 3 to 5 minutes, or duodenal irriga- 
tion may be resorted to. His results in 24 cases are 
given in the form of a table. 

The macroscopic appearance of the bile is of 
importance. If it is golden yellow and clear, the 
gall-bladder is generally normal; if it is greenish 
yellow and turbid, it indicates gall-bladder disease, 
usually stones. Golden yellow bile with mucus 
is often found in catarrhal jaundice. Occasionally 
a clear golden yellow bile is found even when there 
are stones. Duodenal contents which contains both 
bile and pancreatic juice, makes it possible to test 
for pancreatic function. If all three pancreatic 
ferments are present, it indicates normal function; 
if one of them is absent, it indicates chronic pan- 
creatitis. There may be a tumor of the pancreas 
even if all three ferments are present; the tumor 
may have left enough healthy tissue uninvolved to 
carry on the function of the organ. This condition 
is sometimes met with in other organs, as the stom 
ach and kidney. Duodenal contents that contains 
neither bile nor pancreatic secretion indicates an 
obstruction just above Vater’s ampulla. In all 
the cases given in the table operation or later 
clinical evidence confirmed the diagnosis made 
from the contents of the duodenum, A. Goss. 


Aoyama, T.: Experimental Study of Cholelithiasis 
(Experimenteller Beitrag zur Frage der Clole- 
lithiasis). Deutsche Ztschr. f. Chir., 1914, cxxxii, 234. 

By Surg., Gynec. & Obst. 

Aoyama performed a series of experiments on 
rabbits and guinea pigs from which he draws the 
following conclusions: If the cystic duct is ligated in 
normal rabbits and guinea pigs peculiarly formed 
elements are produced in the gall-bladder. It is 
questionable whether these formations have any- 
thing to do with true stone formation. Among 14 
such experiments on rabbits a concrement similar 
to a pure cholesterin stone was formed once. To 
explain this fact we must assume an anomaly in 
metabolism, a cholesterin diathesis. If we inject 
cholesterin or its fatty acid esters subcutaneously 
into rabbits or guinea pigs and then ligate the 
cystic duct bodies similar to pure cholesterin, stones 
are precipitated from the bile in the bladder. This 
process takes place without the action of bacteria. 
This shows beyond doubt that cholesterin stones 
may form aseptically. 

The giving of cholesterin or its fatty acid esters 
by the mouth leads to the same results as above. 
This shows that a diet rich in cholesterin must be 
avoided, especially in those predisposed to chole- 
lithiasis. Congestion is a factor that plays a part 
in the formation of cholesterin stones. The gall- 
bladder has a certain amount of active influence in 
the formation of stones. The results of these experi- 
ments explain to a certain extent the difference in 
frequency of gall-stones in different countries. Pure 
cholesterin stones are not necessarily produced by a 
process of metamorphosis; they may exist in that 
form from the beginning. A. Goss. 











490 INTERNATIONAL ABSTRACT OF SURGERY 


Nemiloff, A. A.: Experiments in Free Transplanta- 
tion of the Pancreas (Versuche freier Pankreas- 
transplantation). Dissertation, St. Petersburg, 1914. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


From an exhaustive study of the literature the 
author comes to the conclusion that in addition to 
its external secretion the pancreas also has an inter- 
nal secretion that is probably due to the islands of 
Langerhans. The aim of this work was to determine 
whether it was possible by homologous transplanta- 
tion of the pancreas to compensate for the internal 
secretion of the diseased gland, and in this way find 
a means of overcoming diabetes. 

The author operated on 84 dogs and performed 
67 transplantations, in which he avoided auto- 
digestion of the transplant by previous ligation of 
the excretory duct, thus producing a certain degree 
of atrophy, or by using the pancreas of newborn 
dogs. For the sake of comparison some experi- 
mental autotransplantations and transplantations 
of normal pancreatic tissue were done. ‘The disc- 
shaped pieces of tissue, 1 to 2 cm. in diameter, were 
transplanted for the most part subcutaneously, 
some of them into the great omentum, some of 
them into the mesentery, and in two cases sub- 
serously into the small intestine. The animals were 
killed after periods varying from 24 hours to five 
months and 20 days; they were killed by injection 
of chloroform into the heart. In the course of the 
first two weeks the transplant could still be found 
as such; later it could be found only microscopically. 
The histories of all the experiments are given in 
detail. 

The author’s study and experiments lead him to 
the following conclusions: 

1. Pancreatic tissue transplanted either auto- 
or homoplastically, subcutaneously, or intra-ab- 
dominally is for the most part absorbed in the 
course of a few days, and is transformed in a short 
time into structureless ruins. 

2. A thin zone of living parenchyma remains 
only at the edge of the transplant, and this is more 
pronounced in autoplastic experiments. 

3. In the tissues surrounding the transplant there 
are first signs of inflammation with hemorrhagic 
exudate, then granulation tissue is formed and 
transformed into cicatricial tissue, which finally 
replaces the transplant as it is absorbed. In this 
process the remaining zone of parenchyma finally 
disappears, more quickly in homoplastic than in 
autoplastic transplants. 

4. The islands of Langerhans are rarely found 
in the transplant, and they also undergo secondary 
atrophy and destruction. 

5. No signs of regeneration were ever found. 

6. The longest interval after which remnants of 
parenchyma were still found was 14 days; the 
process of cicatrization was finished in the third 
week. 

7. The cicatricial tissue at the point of trans- 
plantation gradually underwent fatty degeneration 
and was absorbed. STROMBERG. 


Kreuter: Experimental Study of the Effect of Ex- 
tirpation of the Spleen on the Peripheral Blood 
Picture (Experimentelle Untersuchungen iiber den 
einfluss Milzexstirpation auf das periphere Blut- 
bild). Arch. f. klin. Chir., 1914, cvi, rot. 

By Surg., Gynec. & Obst. 


The reports of blood counts after extirpation of 
the spleen have varied greatly. Kreuter undertook 
a series of experiments on rhesus monkeys, as the 
morphology of their blood is very similar to that of 
man. From his experiments he comes to the con- 
clusion that it is highly improbable that the loss 
of the spleen in the normal individual has any 
appreciable effect on the peripheral blood picture 
and the hematopoétic system. Tables are given 
showing the blood count in his monkeys before and 
after the operation. A. Goss. 


MISCELLANEOUS 


Connell, F. G.: The Chronic Abdomen; a Review 
of Nineteen Cases of Pericolitis and Ileal Kink 
in Which the Appendix Had Been Previously 
Removed. Surg., Gynec. & Obst., 1914, xix, 742. 

By Surg., Gynec. & Obst. 


The acute abdomen calls for mortality tables, the 
chronic abdomen calls for morbidity tables. The 
latter is characterized by abdominal pain; intestinal 
disturbance, constipation; and general symptoms, 
auto-intoxication or subinfection. Among the 
latter the symptoms called ‘‘ nervous” are strikingly 
prominent and constant, and their relation to the 
main abdominal complaint calls for elucidation on 
the part of the neurologist. 

The chronic abdomen has been attributed to 
various causes at various times in the evolution of 
abdominal surgery; for example: ovarian—prolapse, 
cysts, adhesions, neuralgia; tubal—chronic salping- 
itis; uterine—displacements; appendiceal—chronic 
appendicitis; renal—floating kidney, Dietel’s crisis; 
biliary—cholecystitis, calculous or non-calculous; 
duodenal—ulcer; gastric—ulcer, cardiospasm, pyloro- 
spasm; enteroptosis; lues—gastric crises. But each 
of these has been insufficient as an explanation. 
The most recent explanation is the presence of 
intra-abdominal adventitious bands or membranes, 
such as the ileal band, and the pericolic or other 
membranes. But the fact that such structures were 
found to exist without causing symptoms has 
given rise to great confusion as to their clinical 
significance. 

In order to arrive at some definite understanding 
as to the etiological relationship between these 
bands or membranes and the symptoms complained 
of, the author has reviewed, as to the remote result, 
a series of cases in which the operative procedure 
was confined entirely to these structures; so that 
favorable results, if secured, might be attributed to 
the removal or correction of coincidental pathologi- 
cal conditions. 

Nineteen cases in which the appendix was pre- 
viously removed are analyzed. In only one case 
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was the primary operation for acute appendicitis, 
and in no case at the second operation was there any 
evidence of ‘‘adhesions”’ at the appendiceal stump. 

The results are as follows: One case is too recent 
for consideration; 7 cases were markedly relieved 
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DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 
Mayer, L., and Wehner, E.: An Experimental Study 
of Osteogenesis. Am. J. Orth. Surg., 1914, xii, 213. 

By Surg., Gynec. & Obst. 

In view of the divergence of opinion regarding 
the function of the periosteum and the bone-cell 
in regeneration of bone, these experiments were 
undertaken with the hope of determining (1) to 
what extent the bone-cells of a transplant maintain 
their vitality, (2) the relative importance of the 
periosteum and the connective-tissue cells in osteo- 
genesis, and (3) the process by which the new bone 
replaces the transplanted bone. The 50 experiments 
consisted of periosteal transplants, subperiosteal 
resections, transplantation of bone, and ‘“‘cap”’ 
experiments. In these cap experiments the peri- 
osteum was removed over a definite area and a glass 
or metal cap placed over part of this area so that the 
behavior of the bone-cells could be studied beneath 
this cap without the possibility of confusion with 
periosteal growths. In all of the 4 experiments with 
free periosteal transplants the periosteum was 
gently removed without scraping and placed in the 
thigh. New bone was generated in all these trans- 
plants. 

The conclusion from 6 experiments of subperi- 
osteal resection of rabbits’ ribs is that the regenera- 
tion which takes place is due to periosteal activity 
and is not dependent upon an outpouring of osteo- 
blasts from the bone, such as Macewen pictures. 
To study the osteogenetic function of the fixed 
bone-cell 23 experiments were made on rabbits 
and dogs. Parts of the bone thoroughly denuded 
of periosteum were isolated by being covered with 
glass or metal caps, 6 mm. in diameter, which were 
embedded with a groove cut with a trephine. Al- 
though in some of these the periosteum grew under 
the cap, in 9 cases the periosteal growth was com- 
pletely excluded and the bone under the cap after 
from two to fifty-five days had not shown the 
slightest sign of regeneration. Twenty-two experi- 
ments with autogenous bone transplants in rabbits 
support the view of the majority of observers that 
the transplanted bone does not live. These con- 
clusions are at variance with those of Macewen and 
McWilliams, who claim that the bone-cells of the 
transplant live and proliferate. 

Regarding the periosteum it is concluded that the 
new bone growth comes from its osteogenetic layer 
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from symptoms; 11 cases showed no improvement. 
The primary result in all cases was favorable, but 
the symptoms returned after variable periods. 
The author emphasizes the necessity of awaiting 
remote results before drawing conclusions. 
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and that in cases where the periosteum was macro- 
scopically removed, and regeneration took place, 
there was microscopical remains of this osteogenetic 
layer still present on the supposedly denuded surface. 
The method of replacement of the old bone with new 
is an advancement of the living osseous tissue by 
intercellular deposits of bone and probably also by 
direct growth of the young bone-cell into the old 
lacune. The conclusions of the authors are sup- 
ported by convincing camera lucida drawings of 
specimens from their experiments. W. A. Clark. 


Phemister, D. B.: Necrotic Bone and the Sub- 
sequent Changes Which It Undergoes. /. Am. 
M. Ass., 1915, Ixiv, 211. By Surg., Gynec. & Obst. 

There is a great difference between the behavior 
of necrotic bone and that of necrotic soft parts. 
Because of its high content of calcium salts, the 
stroma of bone resists the ordinary processes and 
requires special agents for its absorption. Its 
fate depends somewhat on the locality. For 
example, if a bone transplant is made into other bone 
where function is <'esired, the old bone is gradually 
absorbed and replaced by new bone by a creeping 
process of osteoclasis, revascularization, and pro- 
liferation of osteogenetic cells, but if the transplant 
is into soft parts the bone becomes necrotic and is 
slowly absorbed with very little formation of new 
bone. In case of infection the process varies. 

In osteomyelitis of long standing the walls of the 
cavity become sclerotic and the regeneration of new 
bone is prevented on that account. Here the 
necrotic bone becomes separated as a sequestrum; 
but in less severe infections this does not occur, 
the dead bone being absorbed and replaced without 
detachment. 

In case a transplant becomes infected the process 
is similar to that used in osteomyelitis; part of the 
transplant may be cast off as a sequestrum. Tuber- 
culosis of bone causes destruction so slowly that 
the absorption keeps pace with the destruction. 
The dead bone may be converted into bone sand 
by the invading tuberculous granulation tissue, or, 
if long standing, may calcify. This calcification is 
regarded as a reparative process, but it is not known 
whether or not the calcified masses are replaced by 
new bone. A thin layer of tuberculous granulation 
tissue separates the living bone from the dead, and 
it is the author’s opinion that, from a pathalogic 
standpoint, surgical removal of this layer is clearly 
indicated in order that living bone may replace the 
necrotic bone. W. A. Crark. 
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Koch, J.: Experimental Rickets (Uber experimentel- 
le Rachitis). Berl. klin. Wehnschr., 1914, li, 773; 
836, 886. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author refers to his earlier investigation of the 
relation between infection and bone changes in 
childhood and now claims to have demonstrated 
experimentally that rachitic bone changes are to be 
attributed to infection. Among the different 
laboratory animals he has found young dogs, 8 to 
12 weeks old, most suitable for this purpose. 

Among the bacterial cultures used, which were 
injected intravenously, he secured the most uniform 
results with streptococcus longus. While the in- 
jection of other bacteria usually caused general 
infection or intoxication, from which the animal 
finally died with sepsis, and with more or less 
involvement of the joints; with streptococcus longus 
after a short general disease a localization at the 
joint-ends of the bone could almost always be dem- 
onstrated. 

The acute stage of the disease is characterized 
as follows: After an incubation period of one to 
three days the joints and the surrounding tissues 
show painful swelling. The sequence of joints in- 
volved is not uniform. The duration of this acute 
stage varies from a few days to two weeks. Micro- 
scopic and cultural examinations show that there 
is inflammation of the joint and _ surrounding 
tissues in which the primary or chief focus lies in the 
marrow of the metaphysis of the bone; and the joint 
effusion, which is almost always sterile at first, 
is to be regarded as a secondary phenomenon. 
‘Cocci can be demonstrated only in the marrow of 
the metaphysis, where they do not produce suppura- 
tive inflammation, but only degenerative changes. 
The noteworthy fact that the streptococcus longus 
has only a slight pathogenicity with small tendency 
to suppuration and general sepsis in the young dog, 
is analogous to the condition in the child, which 
seldom has a general sepsis in spite of the frequency 
of hamatogenous mixed infection with strepto- 
cocci in the course of scarlet fever, diphtheria, 
measles, etc. . 

The microscopic findings show the following: 
Besides multiple disseminated pathological foci, 
mostly necrotic parts of the bone-marrow, the most 
striking thing is the degenerative changes in the 
boundary between the bone and cartilage. After 
a time in the place of these degenerative processes 
marked proliferative processes appear, and the hy- 
peramia, which was already physiologically present, 
is increased by the long-continued disturbance of 
intracartilaginous ossification. To this chronic 
hyperemia in the osseous system is to be attributed 
the fact that the normal, already calcified bone 
undergoes a loss in calcium salts, while such salts are 
not deposited in the new-formed cartilage and bone 
tissue. The bone gradually becomes soft and pliable. 

The chronic stage of the disease is characterized 
by the fact that after the cessation of the acute 
symptoms, peculiar bone disturbances and deform- 
ities appear, which in pronounced cases give the im- 


pression of rachitic deformities. The author shows 
by a series of photograms how these bends in the 
bone and the thickening of the joint-ends develop. 
Besides these changes a disturbance of growth is 
observed throughout almost the entire skeleton, as 
shown by abnormal softness and pliability, and by 
changes in the teeth. 

With regard to the histological findings in the 
osseous system the author considers the rachitic 
changes observed at the height of the disease as the 
end-product of an incomplete and much disturbed 
regenerative process, which takes place at the boun- 
dary between the cartilage and bone, in the adjoin- 
ing marrow, and in the remainder of the bone during 
the growth of the animal. 

In conclusion, Koch attempts to refute the pre- 
vailing conceptions with regard to the cause of 
rickets, and by his animal experiments shows that 
‘domestication,’ the relation of which to rickets 
in animals has been so frequently observed, is only 
apredisposing factor. The primary causceis infection, 
once or oftener, and this is very apt to occur in 
animals that live unhygienically. 

From his extensive experiments he concludes that 
streptococcus infection may cause a characteristic 
disease of the osseous system of young dogs during 
their period of growth, that may be designated at 
first as a pathological disturbance of normal ossifica- 
tion, but when in the further growth of the animal 
it becomes fully developed, it cannot be called any- 
thing else than a rachitic change, from both the 
macroscopic and microscopic pictures. STAMMLER. 


Clopton, M. B.: The Diagnosis and Treatment of 
Osteomyelitis. Surg., Gynec. & Obst., 1915, xx, 6. 
By Surg., Gynec. & Obst. 


The topics considered are the diagnosis and treat- 
ment of osteomyelitis, and the observations are 
based on an experience with 31 cases. Nine acute 
cases were treated. The femur was involved 23 
times, the tibia 11 times, the humerus 6 times, 
the radius 3 times. In 9 cases the femur alone was 
involved, in 8 cases the tibia alone, in 2 cases the 
humerus alone, and in 1 the fibula alone. The hip 
was involved in 15 cases, 6 of which gave symptoms 
similar to tuberculosis. 

In the acute stage the diagnosis must be made 
between septic arthritis, or in profoundly toxic 
cases from septicemia. In osteomyelitis the 
swelling of the joint is usually late, and swelling 
and tenderness of the shaft is early. In chronic 
osteomyelitis a differential diagnosis from tuber- 
culosis, syphilis, and new-growth has to be made. 
Tuberculosis is a chronic disease that invades the 
epiphysis, and syphilis gives a similar picture, both 
clinically and by the X-ray. 

The treatment in the acute stage is to drain the 
medulla by making a deep channel extending the 
length of the infection in the shaft. Gutta-percha 
tissue is used to drain. The medulla should never 
be ‘‘cleaned out” or curetted away, as it is needed 
for endosteal regeneration. In the subacute and 
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chronic stage, treatment of the femur and humerus 
is planned to allow the shaft to heal after efficient 
and sufficient drainage. If sequestra form they 
should be removed and the cavity wiped out with 
gauze — not curretted or disinfected. Mosetig- 
Moorhof’s iodoform beeswax mixture is introduced 
into the cavity to act as a drain; it is partially ab- 
sorbed and partially extruded. 

When one bone of the forearm or lower leg is 
involved, and at times the humerus, the shaft is 
removed subperiosteally about 5 or 6 weeks after 
the acute stage. The periosteum should at this 
time be thick enough to cast a shadow on the X-ray 
plate. After removing the shaft the periosteum is 
sutured into a ribbon. New bone immediately 
begins to develop and in about four months can 
support weight. By this operation the healing 
time is much reduced, and an infectious nidus is 
removed. Occasionally in badly infected cases 
complete regeneration does not occur and bone- 
transplantation has to be resorted to after healing 
occurs. 





Gilbert, Q. O.: A Case of Typhoid Osteomyelitis. 
J. Mich. St. M. Soc., 1914, xiii, 714. 
By Surg., Gynec. & Obst. 

The author reports a case of typhoid osteomyelitis 
of the tibia occurring two and one-half years after a 
prolonged fever, presumably typhoid. The onset 
was characterized by moderate pain and tenderness, 
followed four weeks later by a chill and temperature 
reaching 104°. There was slight swelling and 
elevation of temperature over the upper portion of 
the tibia. The leucocytes numbered 8,250. The 
X-ray showed central erosion of the tibia with 
marked sclerosis and periostitis. The diagnosis was 
based on the physical findings, absence of leucocyto- 
sis, and marked Widal reaction. At operation a 
sequestrum and considerable pus were removed, 
from which a bacillus was isolated in pure culture 
answering to the characteristics of bacillus typhosus. 
The process is supposed to have been primary in 
the medullary or cortical bone in contrast to the 
usual type in which the periosteum appears to be 
involved first. 

From the literature it appears that typhoid bone 
lesions may occur immediately after the fever or as 
late as seven years afterward. The bones most 
frequently involved are the tibia. ribs, femur, ulna, 
humerus, pelvis, and foot. The prognosis is good 
though there is a tendency to chronicity and to 
recurrence in other bones. I’. J. GAENSLEN. 


Wolfsohn, G.: Biological Diagnosis of Surgical 
Tuberculosis (Die biologische Diagnostik chirur- 
gischer Tuberkulosen). Zentralbl. f. d. Grenzgeb. d. 
Med. u. Chir., 1914. xviii, 236. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

On the basis of 264 articles from the literature 

and his own experience the author discusses the 

biological reactions in tuberculosis, for the purpose 
of weighing their value in practical surgery. 
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1. From agglutination no conclusions can be 
drawn either as to diagnosis or prognosis. The com- 
plement-fixation reaction is not specific, but accord- 
ing to Hammar it has some importance in diagnosis. 
Wright’s opsonin determination is beyond doubt of 
importance in diagnosis, but on account of its great 
technical difficulties it cannot well be utilized in 
practice. Passive anaphylaxis and the meiostagmin 
reaction have thus far been of scientific interest only 
in the diagnosis of tuberculosis. 

2. Among the tuberculin tests the subcutaneous 
reaction with old tuberculin has not entered into 
surgical practice. In spite of its specificity and the 
manifest local symptoms, especially in joint and 
kidney tuberculosis, it still has its limitations, 
contra-indications, and disadvantages. The danger 
of serious local reactions is almost entirely lacking 
in the so-called ‘‘anaphylactic reactions."”. The von 
Pirquet reaction, on account of its great sensitive- 
ness, does not indicate whether the tubercular process 
is an active or a latent one, except in children. In 
adults a negative reaction indicates very strongly 
that surgical tuberculosis is not present. In the 
intracutaneous reaction, according to Engel, a 
negative result when large doses are used — up to 
ro per cent solutions — always proves the absence 
of surgical tuberculosis. A positive result is to be 
judged as in the cutaneous reaction. The con- 
junctival test indicates a probability of surgical 
tuberculosis; a negative reaction must be judged 
with great reserve. 

3. Animal experimentation gives excellent results: 
the guinea pig test is an ideal method of cultivating 
tubercle bacilli; if the animals get sick the pus, urine, 
etc., are tubercular. The question of the most 
suitable mode of infection and demonstration of the 
bacilli is not yet settled. A reliable method of quick 
diagnosis by means of animal experiments is also 
very much to be desired. KRrevter. 


Fraser, J.: The Etiology and Pathology of Bone 
and Joint Tuberculosis. J. Am. M. Ass., 1015, 
Ixiv, 17. By Surg., Gynec. & Obst. 


Fraser takes up the etiology of bone and joint 
tuberculosis by describing first the type of the 
bacillus which causes the disease, and, second, the 
route by which the germs arrive at the site of 
development. The type of bacillus may be of two 
important varicties,—the human and the bovine; 
but there are others of lesser importance — the 
avian and piscine varieties. He gives five tests 
by which human and bovine bacilli are differen 
tiated. 

1. The rapidity of growth on inspissated egg shows 
that the human variety grows more luxuriantly 
than the bovine. 

2. A medium of egg and glycerine will grow the 
human type better than the bovine — the latter 
germ may not grow in this medium. 

3. The shape of the bacilli was formerly a test, 
but is now considered useless; the long type was 
considered human, the short bovine, bacilli. The 
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nodular staining using Gram’s modified stain will 
in the human variety show dark nodules, which are 
not apt to appear in the bovine type. 

4. On a medium of bouillon and glycerine of a 
known acidity the human growth will increase the 
acidity, while the bovine decreases the acidity, 
and alkalinity may develop. 

5. In the inoculation test two rabbits are used, 
each being inoculated with a different type of 
bacillus. The one injected with the human type 
after six months showed a few tubercles in the 
lungs, the rabbit showing no ill effects during life. 
The other rabbit inoculated with the bovine type 
showed gradual cachexia, ending in death within 
six weeks. 

By using such methods, Fraser has found that in 
a series of patients 62 per cent owed their disease 
to drinking milk infected with the bovine bacillus; 
while 38 per cent suffered from the human 
type. A family history of pulmonary tuberculosis 
was found in 71 per cent of those infected with the 
human bacilli. 

The route of infection is from some tuberculous 
focus in the body, the infection being carried by 
the blood and lymph streams. ‘The bacilli enter 
the joint via the nutrient or metpahyseal arteries. 

The synovial membrane is first involved; as 
healthy bone cannot be infected, the marrow must 
first succumb to gelatinous degeneration, which is 
inturn produced by tuberculous toxemia and endar- 
teritis of the arteries supplying the part. All this 
occurs before a tuberculous osteomyelitis develops. 

The pathology will show involvement of any 
part of the bone, but the locality of infection depends 
on the situation of the reflection of the synovial 
membrane. 

Ii the synovial reflection is in relation to the 
epiphysis, then that portion is attacked. It is 
supposed that the focus of infection is begun by 
an infected blood-clot; a slight trauma may be the 
contributing cause. A follicle develops in the 
marrow which may soften and an “infiltrating 
tuberculosis” result, or the tubercle may become 
localized and an “encysted tuberculosis” result. 

The changes in the marrow show two stages. 
In the early or cellular a phagocytic action of the 
white cells takes place until fibrosis results. The 
later or fibrous stage is characterized by an absence 
in fat corpuscles and more fibrous tissue, resulting 
in an encapsulated focus. The lamellar changes 
show a tuberculous process developing in the bone. 
The process may be of two types—one where the 
lamelli are absorbed or osteoporosis results, the 
other where the lamella are increased in thickness 
by fibrous deposits. The periosteum shows either 
a deposit of dense or porous bone. The _ blood- 
vessels show a condition of endarteritis. 

Fraser divides osseous tuberculosis into four 
varieties: (1) the encysted tuberculous lesion; 
(2) the infiltrating lesion; (3) the atrophic tuber- 
culous lesion; and (4) the hypertrophic lesion. 

J. H. Saaw. 
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Guye, G. A.: Local Reactions in the Heliotherapy 
of So-Called Surgical Tuberculosis (Les réac- 
tions de foyer dans l’héliothérapie des tuberculoses 
dites chirurgicales). Paris méd., 1914, iv, 615. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The local reactions that appear under heliotherapy 
are: increase in volume in closed tuberculosis, 
localized sweating and rise of temperature over the 
focus, demonstrable change in consistency, and 
palpation that can be demonstrated on pulsation. 
In cases of fistulous tuberculosis there is generally 
a decrease in volume, there is more abundant secre- 
tion, which has a tendency to become hemorrhagic- 
serous; and finaily there is reddening and swelling 
of the edges of the fistula. 

As to the immediate effect of heliotherapy on 
joint function, it often grows worse at first on ac- 
count of increased swelling, but almost immediately 
afterward there is an improvement — fibrous 
ankylosis. Among the symptoms noticed by the 
patient are: a circumscribed feeling of heat in the 
irradiated joint, decrease or cessation of pain; in 
abscesses sometimes a feeling of pulsation; in over- 
dosage, an unpleasant or even painful feeling of 
tension. In order to avoid overdosage use is made 
of the thermometer and clinical observation. 

The degree of the local reaction is dependent on 
different factors, such as general health. Advanced 
cases of tuberculosis often react with very pro- 
nounced rise of temperature, even when not the 
focus, but a different part of the body, is irradiated. 
The same may be said of foci in an acute stage of 
development. 

The depth and localization of the focus also 
influence the degree of the local reaction. Guye 
describes the therapeutic effects of this local reac- 
tion as follows: disappearance of pain, increase in 
mobility, retrogression of exudates, loosening of 
hard infiltrations, discharge of sequestra, etc., as 
has previously been described repeatedly by 
Rollier. 

Overdosage may produce serious consequences. 
may even cause spreading and generalization of the 
tuberculosis. The local reaction is inflammatory 
in nature. It is very important that close watch 
be kept of the patient during the sunshine treatment. 
An effort is made to produce slight reactions. If 
success is not attained with the usual technique it is 
best to be satisfied with ‘‘distant irradiation”; that 
is, the focus itself is not exposed to the sunshine 
bath, but more or less of the rest of the body. 

AMSTAD. 


Bromley, L.: Tumor of the Upper Extremity of 
the Femur. Proc. Roy. Soc. Med., 1914, viii, 
Sect. Dis. Child., 5. By Surg., Gynec. & Obst. 

Bromley reports a case of a patient, aged 12 years. 
who had noticed a swelling in the right thigh for 
seven or eight weeks. He complained of pain in the 
right leg, especially after walking; some days the 
pain was so severe that he was unable to walk. 

When the patient was 3 years old, he was said to 
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have fractured the right femur, since which time he 
had had intermittent pains of an aching character, 
which had recently increased. 

On examination a hard swelling of the upper third 
of the right femur was felt; there was no definite 
margin and no heat or tenderness, and movements 
at the hip-joint were free. Skiagraphic examination 
showed an endosteal growth of the femur. 

An exploratory incision was made. The bone was 
found to be expanded and covered by normal peri- 
osteum; a thin layer of compact bone surrounded a 
mass of cartilage which had entirely replaced the 
medullary cavity. A portion removed for micro- 
scopic examination showed pure chondroma, and 
there was no suggestion of malignancy. 

Epwarp L. Cornett. 
Clinical Notes on Malignant Tumors 


Internat. J. Surg., 1915, 
By Surg., Gynec. & Obst. 


Berry, J.: 
of the Long Bones. 
XXVI111, I. 

This is a consideration of (1) osseous carcinoma 
by direct extension and as a secondary deposit, 
dwelling especially upon spontaneous or pathological 
fracture in these cases; and (2) primary sarcoma, 
both of the periosteal and the endosteal variety. 

Sarcomata at the ends of the long bones are 
very likely to be mistaken for disease of the neigh- 
boring joint. The author reports a number of 
cases illustrative of the various types of malignant 
growth and considers the treatment, both surgicat 
and palliative, at some length. H. W. Witcox. 


Knagégs, R. L., and Gruner, O. C.: A Contribution 
to the Study of Ossification in Sarcomata of 
Bone. Brit. J. Surg., 1914, ii, 366. 

3y Surg., Gynec. & Obst. 

The author reports three cases of sarcoma of 
bone as follows: 

1. In osteosarcoma of the humerus of cighteen 
months’ duration in a woman of 43, an area of hard 
bone was found in the center surrounded by softer 
tissue with some patches of translucent gristly 
material. The lower half of the humerus was in- 
volved. Ossification progressed from hard areas 
growing in the softer mass. Spindle-shaped and 
round cells were numerous. In the area of ossifica- 
tion were found elongated cells with faintly-stain- 
ing nuclei. They were neither connective-tissue 
cells nor osteoblasts, but were no doubt sarcomatous 
in nature, although differing from the ordinary 
spindle cells of sarcoma. 

2. The second case was periosteal sarcoma of 
the ankle in a girl of 16, death resulting from pul- 
monary metastases. Sarcomatous tissue about half 
an inch thick surrounded the tibia. The pre- 
dominating histologic elements were spindle cells. 
At the points of ossification some of the cells re- 
sembled bone-cells. There were some points where 
deposits of lime salts were seen around the sarcoma 
cells. 

3. The third case was myeloid sarcoma of the 
astragalus in a woman of 20. The structure was 
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a fine regular cancellous network, in which spindle 
cells predominated. Many giant cells were seen, 
but not in the same relation to the bone as osteo- 
clasts. 

In these three cases it is shown that ossification 
takes place in endosteal sarcomata and that the 
active element seems to be the sarcoma cell. The 
bone formation occurred independently of perios- 
teum, which is contrary to the belief that ossifica- 
tion can occur only in periosteal or subperiosteal 
sarcomata. W. A. CLARK. 


Brickner, W. M.: A Simple, Easily Regulable 
Method of Applying Abduction in the Treat- 
ment of Shoulder Disability. Med. Rec., 1915, 
Ixxxvii, 15. By Surg., Gynec. & Obst. 

The author describes his method of maintaining 
abduction of the shoulder and arm in cases of 
sprain and tears of the capsule and in those cases 
of subacromial bursitis which do not require opera- 
tion. He states that in three successive cases of 
forward subluxation of the head of the humerus 
with extreme disability this treatment brought 
about a cure in two weeks. By this method, with 
the patient semirecumbent in bed, the arm is ab- 
ducted as far as it can be comfortably, a muslin 
bandage is looped about the wrist, carried to the 
headpiece of the bed and fastened there. The 
upper end of the bed is raised on biocks, and as the 
patient slides down in bed his arm travels, relatively, 
farther up. Many cases that have resisted efforts 
to forcibly abduct the arm yield painlessly to this 
gradual countertraction. 

The method is not advised for recent fractures 
or dislocations or for joint inflammation. 

H. W. Witcox. 


Ridlon, J.: Coxa Vara. 
219. 


J. Am. M. Ass., 1915, Ixiv, 
By Surg., Gynec. & Obst. 


Ridlon gives an account of Elmslie’s views of 
coxa vara and particularly calls attention to his 
definition; i.e., that coxa vara is an anatomical 
term indicating the condition of depression of the 
neck of the femur together with a decrease in the 
angle of the femoral neck. 

The signs he observes in coxa vara are adduction 
of the femur with eversion and also flexion in some 
cases, and diminution in abduction with shortening 
made apparent by elevation of the trochanter. 
Other conditions may reveal these signs, but a dif- 
ferent deformity is present in the femoral neck. 

Ridlon says he regards adduction with outward 
rotation and limitation of abduction and inward 
rotation as the first important signs of coxa vara. 
He also notices the fact that in many cases of coxa 
vara in children who are fat the boys take the 
feminine type and both sexes have underdeveloped 
sexual organs. 

There are some forms of coxa vara due either to 
fracture of the neck of the femur with bad union or 
to the action of disease in the joint. 

Ridlon objects to calling fractures of the neck 
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epiphyseal separations, and other pathological 
conditions coxa vara, and says we cannot call coxa 
vara by such terms as adolescent or traumatic coxa 
vara, but that it should be called simply coxa vara. 
The treatment which has brought the best results 
in Ridlon’s experience has been strong traction 
with abduction of the limbs; at the same time a 
plaster cast is applied from the ankle to the nipples. 
The patient is allowed to lie down or walk as he 
so desires. After walking has been continued three 
or four months without pain, the treatment is 
discontinued. J. H. Suaw. 


Steindler A.: Coxa Vara Adolescentium Trau- 
matica. J. Am. M. Ass., 1915, lxiv, 216. 
By Surg., Gynec. & Obst. 


The author confines himself to the coxa vara of 
adolescents in which a causative or contributory re- 
lation exists between trauma and deformity. Several 
classifications are given, and a review of the litera- 
ture on the subject shows that trauma plays an im- 
portant rdle in the etiology. Wullstein and Ramm- 
stedt’s experiments are cited showing that separa- 
tion of the epiphysis may be produced by direct 
trauma to the trochanter when the pelvis is fixed 
and the thigh in extension, the periosteum holding 
the head in place until later the body-weight loosens 
it. Steindler contends that a period between the 
ages of 9 and 16 exists, when trauma, major or 
lesser, may cause epiphyseal separation, with or 
without preéxisting or coexisting rickets, followed 
by a deformity known as coxa vara adolescentium. 

Ten cases are cited and the following points 
significant in diagnosis are cited: 

1. Injury to the hip of moderate extent, fall or 
wrench. 

2. An intermediate period of functional freedom. 

3. No or very mild subjective symptoms. 

4. The late and gradual development of the coxa 
vara deformity and disability. 

5. The age of the patient. 

The value of the réntgen ray cannot be too highly 
considered, as the injury may be slight and no lesion 
show until later, as is the case in Kiimmel’s post- 
traumatic kyphosis. Henry W. MEYERDING. 


Rosenow, E. C.: Relation of Focal Infection to 
and the Bacteriology of Arthritis. Lancet- 
Clin., 1915, cxiii, 32. By Surg., Gynec. & Obst. 

Rosenow has isolated streptococci from the joint 

fluid in nearly all of a series of twenty cases of typical 
rheumatic arthritis. The cocci resembled those 
described by Poynton and Payne and produced a 
similar arthritis in animals when injected soon after 
isolation. He believes that the facts warrant the 
conclusion that in rheumatism we are dealing with 
streptococi which differ from the more virulent 
hemolytic forms. The chief objections to the in- 
fection theory are the failure to discover a typical 
picture in so many cases and the negative results 
of bacteriological examination of blood and of 
articular fluid exudates. 


The author examined glands excised under strict 
aseptic conditions, from which inoculations were 
made, using chiefly tall columns of ascites-dextrose 
agar. In nearly all of a series of 64 cases of arthritis 
deformans thus examined organisms were found, 
although the cases ranged in duration from one to 
seventeen years. Several organisms were found in 
some glands; in no case were the streptococci 
hemolytic for human blood, but they resembled 
streptococcus viridens, and showed anaérobic pref- 
erences in the primary cultures. In some cases 
identical organisms have been isolated from widely 
separated regions, as from the epitrochlear and fem- 
oral glands. Marked improvement has followed the 
use of autogenous vaccines from these glands. Ex- 
amination of the periarticular structures shows com- 
plete plugging of the blood-vessels due to primary 
endothelial proliferation rather than to organized 
thrombi. These changes are believed to be primary 
rather than secondary, and it seems likely that the 
organisms are taken up from the circulation by the 
epithelial cells, which then proliferate freely, and 
thus cut off the blood supply, resulting in areas of 
diminished nutrition and oxygen tension, a condition 
favorable to the multiplication of anaérobic or- 
ganisms. C. FE. WELLs. 


Runnels, D. S.: Some Essential Points in the 
Etiology and Differential Diagnosis of Rheu- 
matic Conditions and Neuritis. Clinique, Chi- 
cago, 1915, XXXVi, 5. By Surg., Gynec. & Obst. 

This paper is largely an enumeration, with some 
discussion, of the conditions commonly dealt with 
by physicians as rheumatic or rheumatism. 

These conditions are listed by the author as 
auto-toxemia, poisoning by lead, arsenic, etc., 
diabetes, thyroid or adrenal insufficiency, trichino- 
sis due to indigestion of trichine in pork. Many 
chronic joint diseases are probably due to disturbed 
physiology resulting from malposition of the viscera; 
viz., visceroptosis. Other conditions are joint 
strain, tuberculosis, neuralgia, hysteria, neurasthe- 
nia, muscular overstrain, myositis, acute polio- 
myelitis, neuromyositis, ocular errors in refraction, 
gout, subacute combined degeneration of the 
spinal cord, ascending neuritis, intervertebral tu- 
mors, cervical pachymeningitis, cervical caries, ma- 
lignant disease of the cervical vertebra, spinal 
gliosis, neuromata, fibromata, ‘supernumerary’ 
seventh cervical rib, enlarged glands in the axille 
aneurism of the subclavian artery, syphilis of the 
aorta, occupation neurosis, visceral disease or tumors 
in the pelvis, disease or tumors involving the sacral 
plexus, gonorrhoea, large foecal accumulations in a 
displaced colon, and a few others. 

Runnels discusses acute rheumatism by itself 
as a disease resembling those acute infections of 
which the infective agent is known. He says he 
believes that its true pathogenic agent has not been 
definitely isolated, but that these bacteria — 
presumably those of typhoid, pneumonia, etc.— 
are only secondary factors in complications. 


























GENERAL SURGERY 

He speaks of rheumatoid arthritis and reports 
a case in a child twelve years old. He says that 
lately the differentiation of chronic articular rheu- 
matism and arthritis deformans has been given up; 
whether the disease is bacterial or a trophoneurosis 
the future must decide. 

Neuralgia and muscular rheumatism are re- 
garded as clinical entities by the author. He dis- 
cusses at some length the pains caused by various 
intra-abdominal conditions and emphasizes the 
importance of distinguishing between organic affec- 
tions of the abdominal viscera and true and other 
neuralgias and neuritis affecting the peripheral 
nerves at any point after leaving the spine. 

He specifies two forms of visceroptosis likely to 
cause pains simulating rheumatism — congenital 
and acquired. The congenital form is due to mal- 
nutrition in early infancy, caused either by errors 
in diet or by constitutional disease. The acquired 
form is due to allowing the body to become too 
much emaciated either from habit or disease or the 
assumption of incorrect posture. 

He believes that not all patients suffering from 
pain in the sciatic distribution are cases of sciatica; 
the physician must satisfy himself that none of the 
above conditions exist. He advises that in all 
cases of neuralgic or neuritic pains the urine should 
be carefully examined, and that in all cases of 
rheumatic conditions the tonsils should be carefully 
inspected and removed if found diseased. 

H. WINNETT Orr. 


Allison, N., and Brooks, B.: Ankylosis: an Experi- 
mental Study. J. Am. MM. Ass., 1915, Ixiv, 391. 
By Surg., Gynec. & Obst. 

The authors review the literature of ankylosis, 
calling attention to Hoffa’s assertion that a bony 
ankylosis may be produced in two days, and to 
Nichol’s and Richardson’s classification of processes 
of bony ankylosis, namely: (1) osseous transforma- 
tion of proliferative perichondrium, (2) osteoblastic 
growth, and (3) osseous transformation of fibrous 
tissue. They report some experiments of their 
own which were undertaken to study the changes in 
joint structures which take place during the process 
of ankylosis. 

All these experiments were performed on the 
knee-joints of dogs. Eight were partial excisions 
of the joints, three were destruction of joint cartilage, 
two were injury to cartilage, and in seven, direct 
infections of joints were produced. In the partial 
excisions 0.5 cm. to 1 cm. of the bone-ends were 
sawed off. 

Complete bony ankylosis was not evident in 
these experiments until five to six months had 
elapsed. Previous to this there was fibrous ankylo- 
sis and as early as six days the opposed ends were 
united by fibrous exudate. After destruction of 
joint cartilage by curettage, union took place in a 
manner much the same as that after partial excision. 
In one of these cases actual bony union was not 
complete after eleven months. 
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In the direct infection experiments staphylo- 
coccus aureus and tuberculosis bacilli were injected. 
The joint changes were the same for both organisms. 
There was marked swelling, heat, and tenderness. 
Fibropurulent exudate produced adhesions resulting 
in diminution in the size of the joint cavity. De- 
struction of joint cartilage occurred as a result of 
absorption by granulations. 

The process of bony ankylosis is summarized 
as follows: (1) union by granulation tissue, (2) 
union by dense fibrous tissue, (3) metaplasia of 
fibrous tissue into cartilage and finally into bone. 
The slow process of bony ankylosis explains why 
after arthroplasty a joint may be movable for some 
weeks but subsequently may become stiff. It also 
suggests that, clinically, fixation after arthroplasty 
must be continued for a long time to prevent de- 
formity. W. A. Clark. 


Cone, S. M.: The Injection Treatment of Infected 
Joints. .tm. J. Orth. Surg., tot5, sii, 502. 


By Surg., Gynec. & Obst. 


For many years the author has been using a 
5 per cent carbolic acid solution, followed by alcohol, 
for injection of infected joints. In some cases in 
which he desires adhesions to form he uses pure 
carbolic acid. By experiments with rabbits he 
found that 5 per cent carbolic acid causes a slight 
congestion at once, but ten days later no change is 
apparent. 

Three cases of hydrops articuli were treated by 
this method with good results. Ten cases of 
gonorrhoeal joints were all relieved, some requiring 
two or three injections. A case of staphylococcus 
infection of the elbow was cured in a week by one 
injection. In three cases of villous arthritis no good 
results were obtained. Syphilitic and tubercular 
joints seem to have been generally unresponsive to 
this treatment. W. A. CLARK. 


Fields, S. O.: Subacromial Bursitis. VV. ). J/. J., 
1915, Ci, 163. By Surg.. Gynec. & Obst. 
Since the appearance of Codman’s paper on sub- 
acromial bursitis in 1906 more attention has been 
paid to diagnosis of affections in this region. It is 
now known that the subacromial is an extension of 
the subdeltoid bursa and not a separate sac, as it was 
formerly considered to be. It is doubtful whether 
direct trauma is an etiological factor, for the bursa 
is well protected; but indirect trauma from falls on 
the elbow or the extended arm is the cause in a great 
many cases. Excessive use of the arm in untrained 
individuals is another cause. Infection is also an 
important factor in the etiology. Cases sometimes 
occur after acute tonsillitis or acute gonorrhoeal 
urethritis. Pain, tenderness, and limitation of 
motion are the principal symptoms. 

The treatment generally recommended is immo- 
bilization with the arm in abduction. The author 
has adopted the plan of injecting the bursa with 2 to 
4 ccm. of iodoform-glycerine emulsion. This brings 
almost instant relief from the pain. The arm is 
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put in a sling with the elbow supported. The sling 

is removed usually after three days, and by eighteen 

days the patient is usually able to return to work. 
W. A. CrarK. 


Coenen, H.: Cancer of the Hand After a War 
Injury (Handkrebs als Spiitfolge einer Kriegswun- 
de). Berl. klin. Wehuschr., 1914, li, 1580. 

3y Surg., Gynec. & Obst. 

Coenen describes a case of cancer of the back of the 
hand developing in 1913 in a patient who had been 
wounded by the explosion of a bomb in 1866. 
Most cancers of the hand developing in old scars 
are on the back of the hand. Cancers may also 
develop from the chronic irritation caused by warts. 
Several such cases are cited. 

Michael describes 64 cancers of the back of the 
hand and only 3 of the palm. Wounds of the hand 
are very frequent in war and they are generally of 
such a nature as to leave deep and extensive scars. 
The possibility of cancer as a late result of these 
scars is one of the things that must be reckoned with 
in considering war injuries. A. Goss. 


Shipley, A. M., and Lynn, F.S.: Internal Derange- 
ments of the Knee-Joint. Maryland M. J.. 
1915, lviii, 8. By Surg., Gynec. & Obst. 

The authors call attention to some of the peculiar- 
ities of the anatomy of the knee-joint which account 
for many of the derangements to which the joint 
is subject. The chief source of weakness is the 
reliance for strength entirely on ligaments, the 
arrangement of internal ligaments, and the false 
ligaments which consist of folds of synovia covering 
fat pads. These last are best scen in the supra- and 
infrapatellar pads, which are composed of fat and 
blood-vessels covered with synovial membrane and 
render the joint surfaces irregular, thus contributing 
to the liability to disease. They play a great part 
in inflammations and are the source of origin of 
foreign bodies, the so-called ‘joint-mice’’ formed 
by hypertrophic and sclerosing processes followed 
by constriction and ultimately by the separation 
of the sclerosed fringes. C. E. WELLS. 


FRACTURES AND DISLOCATIONS 


Stern, W. G.: The Three Cardinal Clinical Signs 
of Fracture into or near Joints. J. Am. M. 
Ass., 1914, Ixiii, 2122. By Surg., Gynec. & Obst. 

The author reports briefly a number of interest- 
ing cases, illustrated with radiographs, of partial 
or complete fracture previously not diagnosed as 
such, and draws the following conclusions: 

Every suspected fracture should be réntgeno- 
graphed. 

Ninety per cent of all sprains coming for rént- 
genography or consultation are fractures. 

When all the usual classical signs of fracture are 
lacking, the presence of localized bone tenderness, 
swelling, and bloody discoloration alone are diag- 
nostic of fracture. GeorceE I. BAUMAN. 
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Wildey, A. G.: Ununited Fractures Treated by 
Long-Axial Drilling. Brit. J. Surg., 1915, ii, 423. 
By Surg., Gynec. & Obst. 

Wildey’s operation for ununited fractures con- 
sists in thoroughly exposing and cleaning the ends 
of the fragments at the seat of fracture, refreshing 
them by removing the thinnest possible transverse 
section of bone that will insure a complete removal 
of all dense fibrous tissue, and drilling in the long 
axis of the shaft several channels in the indurated 
bone-ends. This produces an artificial porosity of 
the osseous tissue. The drill is made to penetrate 
the healthy bone; at the same time the medullary 
cavity, which may be found occluded, is made patent 
by longitudinal perforations. Apposition and im- 
mobility of the fragments are secured by mechan- 
ical means. 

The above method, which has been employed in 
many cases of long-standing non-union, has not yet 
failed to produce an abundant callus. Gratifying 
results have been obtained where a previous and 
unsuccessful operation had so shortened the leg 
that any further removal of the indurated bone 
would have left functional disability. Lane’s tech- 
nique is followed. R. O. Rirrer. 


Grant, A. R.: Advantages of External Plates in the 
Treatment of Complicated and Irreducible 
Fractures. ahneman. Month., 1915, 1, 14. 

By Surg., Gynec. & Obst. 

The author introduces a new external plate for 
all varieties of oblique, compound, and complicated 
fractures. He describes it as a modification of the 

Parkhill clamp. It consists of four screws four 

inches long with a thread that will not crack the 

bone and a bolt head so that a wrench key may 
quickly turn them into place; four flat horizontal 
leaves with a hole at one end of the vertical screws, 
each held to its respective place by two lock nuts; 
the whole being locked by a clamp gripping the 
horizontal leaves. 

Grant’s technique is as follows: After a wait of 

3 to 6 days, the usual skin preparation is supple- 

mented by an additional application of 3 per cent 

iodine. An incision is made over the fracture and 
reduction is accomplished, the bones being held 
with a Lowman clamp if necessary. He drills two, 
three, or four holes in the bone-ends, turns the 
vertical screws into the bone, adjusts the horizon- 
tal plates, sews the soft tissue as closeiy as possible 
with silkworm gut, and applies moist dressings. 

The stitches and leaves are removed at the end of 

two weeks. James O. WALLACE. 


Mauclaire: Symptoms, Diagnosis, and Treatment 
of Fractures of the Lower End of the Humerus 
(Symptomes, diagnostic, et traitement des fractures 
de Vextrémité inférieure de ’Vhumérus). Rev. chir. 
belge et du nord de la France, 1914, xiv, 65. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports a case of fracture of the inter- 
nal epicondyle, in which the line of fracture reached 




















GENERAL 





In connection with 


into the elbow-joint (trochlea). 
it he gives a detailed discussion of the findings in the 


form of fracture mentioned in the title. Differential 
diagnosis must be made from posterior and lateral 
dislocation of the ulna and spraining and solitary 
dislocation of the radius. He divides these frac- 
tures into (1) frequent: (a) supracondyloid, 
(b) fractures in T-, Y-, or V-shape, (c) internal ob- 
lique fractures, (d) external oblique fractures; (2) 
rare fractures: (a) condyloid fractures (6) trochlear 
fractures, (c) epitrochlear fractures, (d) epicondy- 
loid fractures, (ec) comminuted fractures, (/) separa- 
tion of the epiphysis. 

The réntgen picture is very important. The 
prognosis is in general good; possible complications 
are ankylosis, paralyses of nerves, osteomata, 
cubitus, valgus and, more rarely, varus. 

Supracondyloid fractures are treated by means of 
a plaster cast for 20 days, when slight movements 
are begun. In the other cases light massage is 
recommended from the first. Too strong massage 
produces hypertrophic callus, especially in children. 
If there is hypertrophic callus hemiresection may 
be undertaken. Embedded nerves are freed. In 
complete separation of the epiphysis accurate repo- 
sition is sufficient. GRUNE. 


Walker, J. B.: 
End-Results. 


Femur Fractures: Statistics of 

Am. J. Surg., 1914, XXviil, 440. 

sy Surg., Gynec. & Obst. 

The author states that when the studies which 
are now being made of fracture statistics are com 
pleted, it will mean that the most eflicient treat- 
ment will be demanded. 

He believes that thoughtful surgeons are coming 
to the conclusion that the average results are very 
unsatisfactory, due to inefficient treatment, and 
that it is necessary to establish authoritative 
standards by which subsequent fracture work can 
be measured and compared. 

General hospital records are notoriously in- 
adequate, for end-results are seldom stated; patients 
are discharged as cured on leaving the hospital at 
the end of cight to ten weeks, always going away 
on crutches. 

The more carefully fracture patients are followed 
up the more astonished one is to learn how many 
patients are permanently more or less disabled 
and how rarely ideal functional results are secured. 

In gathering statistics from histories in 340 
fractured femurs collected from several hospitals, 
Walker found that the methods of treatment were 
very dilatory and most ineflicient. 

Among various statistics quoted is the following 
from the Austrian Government: 

Of 857 fractures of the femur, 153, or 17.8 per 
cent, recovered with only temporary disability; 
99 had a loss of 9 to 19 per cent of their earning 
power; 120 a loss of 19 to 32 per cent; 134 a loss of 
33 to 48 per cent; 330 a loss of over 50 per cent; and 
38 per cent of all cases suffered a loss of 50 per cent 
earning power. 
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The author suggests the following rules for more 
efiicient treatment: 

1. Thorough reduction under anesthesia. 

2. Traction and countertraction immediately 
after reduction and of sutlicient amount applied 
a suthcient length of time to secure correct fixation 
of fragments and anatomical position. Bad results 
are nearly always associated with angulation. 

3. Radiograms must be systematically employed 
in all cases of fracture of the femur to control the 
results of reduction. 

1. Suflicient time for consolidation must be 

allowed before weight-bearing is undertaken. 
5. Certain cases, where adequate reduction can 
not be made, should be operated upon and immedi- 
ate operation should be made, as statistics show 
better functional results in cases in which earlier 
operations were done than in cases where operations 
were secondary after failure in the other treatment. 
Operation is indicated in all fractures of the upper 
and lower thirds of the femur where the fragments 
wre much displaced and in special fractures of the 
shaft. 

In conclusion, he states that surgeons in sclected 
cases of fracture of the femur are obtaining the same 
brilliant results after immediate operations that 
have been obtained in early operations for acut« 
appendicitis and gastric and duodenal ulcers. 

James O. WALLACE. 


Peckham, F. E.: 
Les. J. Am. 


Fractures of Both Bones of the 
M. Ass., 1915, Ixiv, 308. 


By Surg., Gynec. & Obst. 


Peckham believes that each fracture is a definite 
mechanical problem, and to secure definite knowl 
edge of it two or more X-rays should be made. 
I'rom these the procedure to be followed in reduction 
can be definitely determined. If there is swelling, 
the leg is put up in a pillow splint and elevated until 
the swelling has disappeared. 

The patient is then put on a Bradford frame with 
an upright for counterpressure at the asymmetry. 
A windlass attached at the end for traction is so 
arranged that traction may be applied to the un- 
injured leg also. The patient is completely anws- 
thetized. The foot and the ankle are bandaged to 
prevent swelling, sheet cotton being applied over 
both legs. .\ piece of thick felt is placed over the 
foot, and about this the traction straps are applied. 
Cross-bands, to support the leg, are placed at various 
points on the frame, one being placed directly 
under the fracture. Traction is applied until the 
surgeon belicves end-to-end apposition of the 
fragments has been secured. X-ray pictures are 
then taken and examined. If the reduction is 
complete, the plaster bandage is applied. If the 
reduction is not complete, manipulation is continued 
until the desired result is obtained, as shown by 
X-ray pictures. When the plaster has set, pic- 
tures are again taken to show that the fragments 
have not slipped, and again in two weeks, and if 
necessary further manipulation is done. 
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The traction straps may be applied so as to give 
a pull on the inner or outer side of the foot, or an 
even pull on both sides. 

The plaster is worn for a month. It is then bi- 
valved and the posterior half worn for two weeks 
more. 

Four cases are reported and the paper is illustrated 
by cuts showing the method of application of the 
plaster and X-ray plates of the cases. 

ARCHER O'REILLY. 


Breton, P. le: An Unusual Case of Ununited 
Fracture of the Tibia Repaired by Bone- 
Grafting. Buffalo M.J., 1915, Ixx, 344. 

By Surg., Gynec. & Obst. 

LeBreton reports with adequate illustrations an 
interesting case in which a boy of seven was operated 
upon for an ununited fracture of the tibia just below 
the knee which had existed since he was three weeks 
old. The boy walked with a bad limp, weight- 
bearing being entirely through the fibula and the 
ligaments of the knee. The fragments of the tibia 
were freely movable. 

At operation the ends of the old fracture were 
exposed and chiseled out to receive the graft. The 
old fragments could not be approximated, so a 
graft from the other tibia was fitted and held by 
kangaroo tendon and chromic catgut. Union was 
firm in eight weeks. Later an osteotomy was done 
lower down to correct the acquired bowleg. The 
final result was very good with shortening com- 
pensated for by a high shoe. H. WINNeETT Orr. 


Cotton, F. J.: A New Type of Ankle Fracture. 
J. Am. M. Ass., 1915, lxiv, 318. 
By Surg., Gynec. & Obst. 

Cotton describes a fracture which, although not 
new, he considers has not been adequately de- 
scribed. The condition is one in which there is a 
fracture of both malleoli with a splitting away of 
a wedge, large or small, from the back surface of the 
tibia at the joint —a wedge that is displaced 
backward, carrying with it the posterior tibia — 
astragaloid ligaments, with dislocation up and back 
of the foot. As a rule, the posterior tibial fracture 
is separate, although sometimes the internal malleo- 
lus is included with it in one piece that is split away 
in a spiral line. The fracture of both malleoli fre- 
quently causes this fracture to be confused with 
Pott’s fracture, but the two conditions are quite 
different. Cotton has seen fifty-three of the fractures 
he describes in the last seven years, and during this 
time saw only one case in which a real posterior 
luxation accompanied a Pott’s fracture. 

If the condition is not recognized and properly 
treated, marked interference with the ankle-joint 
will result. A new joint must be formed between 
the tibia and the neck of the astragalus, resulting 
in limited dorsal flexion and lateral instability. 

In fresh cases Cotton reduces the dislocation at 
once by forward traction with the muscles relaxed 
in moderate plantar flexion; after reduction, plaster 
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is applied with the foot in maximum dorsal flexion. 
No weight should be borne on the foot for seven or 
eight weeks. In old cases Cotton operates. As a 
rule he makes an incision on the outer and inner 
sides, then, after dividing both malleoli above the 
joint level, he loosens up the whole joint and, if 
necessary, cuts out a fresh joint surface on the fore- 
part of the tibia to slip the astragalus into. The 
results have been satisfactory. 
FRANK D. Dickson. 


Runyan, R. W.: 
Bone. 


Dislocation of the Semilunar 
Surg., Gynec. & Obst., 1915, Xx, 60. 
By Surg., Gynec. & Obst. 


The series reported comprises all of the cases 
treated in Ancon Hospital in the past six years, 
during which period there have been approximately 
one hundred and twenty thousand admissions. All 
of the patients were males, ranging in age from 
twenty to fifty-four. Five of the dislocations were 
of the left wrist and three of the right. Half of 
them were due to falls upon the outstretched hand, 
while the others were the result of heavy blows upon 
the dorsum of the wrist. The dislocations were all 
anterior with the concave articular surface facing 
forward or downward. ‘The combination of marked 
swelling, spasm, and prominences on both the an- 
terior and posterior surfaces of the wrist, slight 
silver-fork deformity, with no change in the position 
of the styloid processes, furnish sufficient data to 
make a diagnosis, but should be confirmed by an 
X-ray examination, both anteroposterior and lateral. 

But 2 cases of the series were uncomplicated. 
In 2 cases there were fractures of the scaphoid, in 
2 there were Colle’s fractures — one of which was 
compound — one had a fracture of the ulnar styloid, 
and one had fractures of both the scaphoid and os 
magnum. Closed reduction was tried in the 7 
simple cases and was successful in 3 instances. 

The method of reduction consists of traction 
upon the hand and hyperextension of the wrist; and 
while counterpressure is made over the semilunar 
on the anterior surface of the wrist, the hand is 
brought over into complete flexion. Should this 
fail, it is necessary to make an anterior incision 
between the flexor tendons and either reduce or 
excise the dislocated bone. Of the 5 open opera- 
tions, 2 were reductions and 3 were excisions. 

Grouping the cases according to the method of 
treatment, there were 2 perfect results and 1 poor one 
in the closed reductions; of the 2 open reductions, 
1 was fair and the other poor. The 3 excisions 
resulted very poorly in 2 instances, and only fair 
in the other. 


Jones, J. P.: Congenital Dislocations of the Hip. 
Intersl. M. J., 1915, xxii, 32. 
By Surg., Gynec. & Obst. 


The author briefly reviews the history of congeni- 
tal dislocations, and under etiology gives the three 
common hypotheses and briefly discusses them. 
He also discusses symptoms and diagnosis. 












Under treatment he goes into early and late 
modes and then discusses fully G. G. Davis’ treat- 
ment. 

He dressed his cases in plaster of Paris casts 
from above the pelvis to below the knees. The 
thigh is held in marked abduction and external 
rotation. The patient is then put on a Bradford 
frame elevated about two feet, allowing the leg and 
foot to drop over the edge of the frame, thus correct- 
ing external rotation and causing the head to 
produce pressure against the acetabular cavity. 

The patient is made to walk after two months, 
being supported by an attendant. At the end of 
4 to 6 months the cast is changed, and the abduc- 
tion gradually corrected to the normal position 
in 18 months. The child is taught to walk in a 
rolling chair. Four cases treated in this manner 
are described and illustrated by a number of skia- 
graphs and photographs. James O. WALLACE. 


Starr, C. L.: Congenital Dislocation of the Hip. 
Canad. M. Ass. J., 1915, Vv, 26. 
By Surg., Gynec. & Obst. 

The author briefly gives the history, etiology, 
pathology, symptoms, diagnosis, and treatment of 
this interesting condition. 

Until the past two decades practically nothing 
was done toward treatment of this deformity. At 
first, open operative methods were used by Hoffa, 
Paci, and Lorenz, who made a pathological study 
of the condition and developed the manipulative 
method. 

The cause of this condition, which, according to 
Ledamaly, occurs only in the human foetus, is due to 
mechanical pressure, the thighs being flexed and ad- 
ducted in utero, making pressure on the posterior 
wall of the acetabulum, causing it to become ovoid 
instead of round; also a certain degree of twist or 
torsion in the neck of the femur takes place, permit- 
ting the neck of the femur to ride upon the anterior 
margin of the acetabulum, producing a leverage 
which tends to throw the head completely out of the 
socket. 

The bony changes are a shallow, ovoid acetabu- 
lum, a twist in the head of the femur, the head of the 
femur being flattened; the capsular ligament is 
thickened and elongated; the ligamentum teres often 
disappears, and the adductor muscles are shortened. 

The condition is recognized only when the child 
begins to walk with the characteristic waddle gait 
and lordosis of the spine. In double congenital dis- 
locations the symptoms are more prominent. 

The diagnosis is easy. The history, the gait, 
the looseness of the head of the femur, with a radio- 
gram, make the diagnosis complete. 

According to the author’s experience, about 75 
per cent of the cases under eight years of age can 
be reduced by manipulation, and a perfect anatom- 
ical and functional result obtained. In some 5 per 
cent operative reduction is necessary. The chief 
hindrances in his cases was due to a thickened 
and contracted condition of the capsule. He follows 
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a modified Lorenz method, using as little force as 
necessary to replace the head. The limb is put up 
in moderate abduction and inward rotation, avoid- 
ing the difficulty of overcoming the subsequent 
extreme rotation of the limb. The child is put upon 
its feet as soon as possible, and in two to three 
months the limb is brought down parallel with its 
fellow. The author has been able to anatomically 
cure 75 per cent of his cases and to get a good func- 
tional result in 10 per cent more, due to anterior 
transposition. Some 5 per cent have been sub- 
jected to operative interference with good results. 
The remaining cases have been unimproved or have 
resulted in ankylosis. C. C. CHATTERTON. 


SURGERY OF THE BONES, JOINTS, ETC. 


Ashhurst, A. P. C.: Modern Bone and Joint Sur- 
gery. N.Y. M.J., 1915, ci, 185. 
By Surg., Gynec. & Obst. 

In the last twenty years there has been 2 marked 
advance in bone surgery showing that excision of 
tuberculous joints and osteotomies for rachitis 
and coxalgia are unnecessary. The author con- 
siders that fractures should be treated by surgeons, 
and if sufficient reduction is impossible by manipu- 
lations open operation should be resorted to early. 

Perfect anatomical relation is not always neces- 
sary for good functional results, except where 
fractures occur near or into a joint, but it is always 
preferable. In his opinion non-union and mal- 
union are often due to improper treatment. Com- 
plete reduction followed by bone-plates, bone- 
grafts, or inlays will secure uniformly good results 
in nearly all cases of fracture. Proper osteogenesis 
is the primary requisite. 

In the treatment of ankylosed joints, arthroplasty 
has supplanted excision. The interposition of fat 
and fascia is giving fairly uniform results and greater 
range of motion is acquired. Bone-transplantation 
has proved its value in Pott’s disease. Bone inserts 
or inlays have given good results where bone tumors 
were removed. The author considers these methods 
applicable in practically all cases of bone pathology. 

H. W. Mactsy. 


Wight, J. S.: An Operation for the Elongation of 
Bone. Am. J. Surg., 1915, Xxix, 18. 
By Surg., Gynec. & Obst. 
Wight calls attention to the discrepancy of one- 
half inch or so often existing in the length of the 
lower extremities. When an accident shortens the 
longer leg by an inch, it makes little difference; 
but the same amount of shortening in the shorter 
leg may cause quite a perceptible limp. 
He submits a method which he used in one case. 
A femur fractured and healed with shortening and 
angular deformity was cut half-way across from 
opposite sides at points about two or three inches 
apart. Then the two incisions were connected by 
one running lengthwise of the bone. Then the leg 
was extended until the ends of the fragments just 








508 


overlapped and a screw was put in. There was good 
union, no trouble from the screw, and the patient 
walks without a limp. H. WINNETT Orr. 


Jacobs, C. M.: Observations on Bone-Transplan- 
tation (Albee Method) for the Cure of Tuber- 
culous Spine Disease. J. Am. JM. Ass., 1015, 
Ixiv, 400. By Surg., Gynec. & Obst. 


Bone-transplantation into the split spines of 
several contiguous vertebra for the cure of Pott’s 
disease is a valuable surgical asset. Surgery is 
used to better advantage here than in tuberculous 
joints elsewhere in the body; there is no danger of 
disseminating the infection into contiguous normal 
bone and there is no sacrifice of bone to effect 
shortening. 

The author emphasizes the fact that he does not 
favor surgical measures in every case of tuberculous 
spine disease. The value of any plan of treatment 
in Pott’s disease is estimated by its effectiveness in 
combating ultimate deformity. 

Under conservative treatment recovery may be 
anticipated in an average period of three or four 
years, with or without deformity, depending often 
on the region of the spine affected. In caries of the 
middle and upper dorsal region the spine is fre- 
quently associated with great angular protrusion; 
whereas caries in the cervical or lumbar region, 
even when extensive, has little or no kyphos. In 
childhood, therefore, routine treatment should be 
protective, except perhaps in middle and upper 
dorsal Pott’s disease; but in cases in which conserva- 
tive treatment has been tried and found wanting, 
surgical intervention is justifiable. In adults, 
operative measures depend on social and economic 
conditions. Patients in the leisure class are in a 
position to choose between conservative and opera- 
tive treatment. Onthe other hand, the wage earner 
must regain health in the shortest possible time; 
therefore conservative treatment in his case de- 
mands a sacrifice justified only by a necessity which 
Jacobs believes no longer exists. 

In the middle and upper dorsal region of the spine, 
where deformity has developed, necessitating a pro- 
nounced bending of the bone insert, the strain on 
the graft is greatest. Unless external support be 
given, following the post-operative period of recum- 
bency, tracings of the spine will almost invariably 
show an increased, rounded kyphos. In lower 
dorsal or lumbar Pott’s disease the graft is usually 
straight and the strain is mostly confined to its 
lower end. Here again it is necessary to use external 
support; otherwise the lower part of the graft may 
not remain firmly anchored, and then it stands out 
prominently. 

Jacobs gives the ultimate results of nine cases 
operated upon during the year 1913. His conclu- 
sions are: 

1. Surgical measures for tuberculous spine disease 
are a great improvement over conservative treat- 
ment, but should be restricted to selected cases. 
Undoubtedly they shorten the period of disability. 
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2. Not only may existing deformity be prevented 
from becoming exaggerated, but also deformity 
itself may be prevented by surgical measures. 

3. Too early reliance cannot be placed on the 
strength of the bone-graft. It takes time for the 
splint to become securely fixed by permanent callus. 

4. External support must not be disregarded for 
many months following the operation, otherwise 
deformity may ultimately occur. 

5. Even with post-operative protective treat- 
ment for a period of six or more months, the dura- 
tion of treatment is much shorter than the average 
duration under non-operative methods. 

6. Success of bone-transplantation for the cure 
of tuberculous spine disease depends on the proper 
implantation of the bone-splint into the diseased 
and normal contiguous vertebra. Essential to the 
success is the careful protective after-treatment. 


Watson, C. G.: A Method of Amputation at the 
Ankle-Joint Which Leaves the Heel Intact. 
Brit. J. Surg., 1915, ii, 390. 

By Surg., Gynec. & Obst. 

The main principles of the operation are to leave 
the original walking surface of the heel intact and 
to preserve the malleoli; to amputate the foot in 
front of the os calcis, together with the astragalus; 
to remove the cartilaginous surfaces of the lower 
ends of the tibia and fibula and of the upper surface 
of the os calcis, and then to wedge the os calcis 
between the malleoli and pin it there with an ex- 
cision pin driven through the heel — the pin to be 
removed in about a fortnight. 

The following advantages are claimed: 

1. The patient walks on the original heel-pad, 
which has been accustomed to carry weight and 
bear pressure. 

2. A club-shaped stump is secured by the non- 
removal of the malleoli, which gives a firm hold to 
the “uppers” of an ordinary boot. 

3. The shortening of the limb is reduced to a 
minimum — about an inch on an average. 

4. No expensive artificial apparatus is necessary. 
An ordinary boot can be worn —a great advantage 
to hospital patients —if the sole is stiffened with 
a sheet of metal and a block is provided for the toes. 

5. Owing to the original heel-pad being left 
intact, weight can be borne on the stump at an 
early date without risk of pain or undue pressure. 
The method may be employed in lieu of Chopart’s 
amputation, when this operation is possible, without 
risk of backward tilting of the os calcis from con- 
traction of the tendo achillis. Less skin is required 
for the dorsal flap than in Chopart’s amputation, 
and the stump is no less serviceable for walking. 

Watson describes each step of the operation in 
detail and reports seven cases operated upon. In 
all these cases excellent results have been produced 
and the author believes that more serviceable stumps 
have been provided than could have been obtained 
by Syme’s or Pirogoff’s amputations. 

R. O. RITTER. 
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Resection of the Knee-Joint 
Am. M. Ass., 1915, Ixiv, 
By Surg., Gynec. & Obst. 


Henderson, M. S.: 
for Tuberculosis. J. 
140. 

From his experience inthe Mayo Clinic, Henderson 
concludes that while in tuberculosis of the knee 
conservative treatment should be tried for a reason- 
able length of time, in adults resection is usually 
the final solution. In this clinic they advise resec- 
tion in all cases of proved tuberculosis of the knee, 
even if but slight destruction of the bone is revealed 
by the X-ray, because even when but little destruc- 
tion is shown there is often complete destruction of 
the articular surfaces, and in none of the cases of this 
type has bony ankylosis been found on operation. 

Previous to March, 1913, 67 cases were operated 
on with no operative mortality; of these, 37 were 
traced. The average age of the patient was 27 
years, and the average duration of symptoms before 
operation was 8 years. Thirty-two cases were 
classed as cured, 2 returned for amputation, and 
3 died subsequently from tuberculosis. 

Henderson considers the preliminary treatment 
of great importance. He advises that the operation 
be done in the quiescent stage, as there is less pain, 
swelling, oedema, and later sinus formation if this 
rule is adhered to. Extension with rest in bed is 
probably the best method of quieting this condi- 
tion. 

The Fergusson type of operation is used in the 
Mayo Clinic. A tourniquet is applied and removed 
before sewing up the wound. About one-half inch 
of bone is removed from the tibia and one-half to 
three-quarters of an inch from the femur, and the 
denuded surfaces are swabbed with iodine. If the 
patient’s business requires much standing, the limb 
is fixed in 10° flexion; for those who sit most of the 
time 15° to 20° flexion is best. For fixing the bones 
a wire nail is driven up through the head of the tibia 
into the femur through a separate incision, the 
head being left projecting through the skin so that 
it can be removed in two to three weeks. Plaster 
is used in fixing the limb, the cast being removed in 
two weeks and a new one applied which is retained 
for six weeks to two months. Following this a stiff 
leg brace is used for from four months to a year 
depending upon the firmness of the ankylosis. 

FRANK D. Dickson. 


MacAusland, W. R.: Ankylosis of the Elbow; 
Four Cases Treated by Arthroplasty. J. Am. 

M. Ass., 1915, Ixiv, 312. By Surg., Gynec. & Obst. 
MacAusland reviews extensively the literature of 
the treatment of ankylosis by arthroplasty. The 
first operation was by Quenn in 1902. Various 
methods have been used to separate the joint sur- 
faces, including gauze, wax, and lanolin, ivory 
prosthesis, muscle-flaps, fat-flaps, and fascia. He 
gives a rather detailed review of the experimental 
work by Allison and Brooks on the use of transplants 
in arthroplasties. _MacAusland believes that trans- 


plantation of fascia lata as used in his third and 
fourth cases is a procedure much more surgical in 
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appearance and, with development in technique, 
more satisfactory in final results than the use of 
prepared fascia or other membrane. 

Four cases of arthroplasty for ankylosis of the 
elbow are reported. 

In the first case a long incision was made and a 
flap of fat and fascia was transplanted. Although 
there was some necrosis of the skin due to poor 
circulation, the result was good. 

In the second operation the technique was similar 
to the first; in this case, also, there was some necro- 
sis and sloughing. The function was good. 

In the third case MacAusland used a piece of fascia 
lata. He describes the operation in detail and 
illustrates it fully with excellent cuts. A U-shaped 
incision was made by beginning on the lateral aspect 
three inches above the elbow-joint and passively over 
the olecranon. The ulnar nerve was dissected out. 
A cross incision was made crossing midway on the 
olecranon. The olecranon was sawed across and 
separated and the joint was broken open. With a 
saw and a shoemaker’s rasp the lower end of the 
humerus was shaped as near like a normal humeral 
end as possible; a piece corresponding to the ole- 
cranon fossa was removed from the radius. These 
surfaces were made as smooth as possible. The 
condyles were covered with the fascial flap and the 
tissues sewed in place. Passive motion was begun 
on the fifth day. The functional result was ex- 
cellent. 

The procedure and results in the fourth case were 
the same as in the third. ArcHer O'REILLY. 


Tubby, A. H.: Nearthrosis or Arthroplasty; Notes 
on Some Cases. Am. J. Orth. Surg., 1915, xiii, 
379. By Surg., Gynec. & Obst. 

Tubby gives a very complete and concise re- 
view of the subject of arthroplasty with a report 
of his results in a number of He ad- 
vises a very careful study of the case before at- 
tempting the operation. {t had best not be done 
until growth is complete. The patient’s stamina, 
physical condition, and occupation should be care- 
fully considered. It must be absolutely made 
certain that the cause of the ankylosis is entirely 
in abeyance. A careful radiographic study should 
be made of each case. He reports seven cases with 
fairly encouraging results. He thinks passive 
motion should not be started for at least three weeks 
after operation, although active movements may 
be allowed earlier. Georce I. Bauman. 


cases, 


Lovett, R. W.: The Use of Silk Ligaments at the 
Ankle in Infantile Paralysis. Am. J. Orth. 
Surg., 1915, xiii, 415. 3y Surg., Gynec. & Obst. 

The author reports 60 cases in which 79 opera- 
tions were done at the Children’s Hospital. The 

silks used were of various sizes from No. 12 to No. 18, 

and of various kinds, both twisted and _ braided. 

They were prepared by being boiled in water or by 

being dipped in bichloride or oxycyanide of mer- 
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cury, or parafiin. In the 79 operations there was 
infection in 11 cases in which the silk came out. 

There were three different techniques used: 

1. Periosteal insertion, in which the silk is quilted 
to the periosteum. 

2. The open-bone method, in which the silk is 
put through a hole drilled in the bone. 

3. The subcutaneous bone method, in which 
the bone drill is driven directly through the skin 
without an incision at the desired location. 

Lovett prefers the open-bone drill method because 
some of the cases in which the periosteal insertion 
method was used showed that the periosteum was 
torn away from the bone. 

The author’s conclusions are that the silk liga- 
ment operation in cases of drop-foot from in- 
fantile paralysis is a useful operation attended by a 
good proportion of success; that a most rigid tech- 
nique is necessary; and that prolonged fixation and 
support are necessary because the silk is not strong 
enough to hold up the foot itself, but serves as the 
core of a ligament which is the real supporting struc- 
ture. Lioyp T. Brown. 


ORTHOPEDICS IN GENERAL 


Taylor, H. L.: Tuberculosis in Relation to De- 
formities and Their Prevention. Post-Graduate, 
1915, XXX, 21. By Surg., Gynec. & Obst. 

Taylor emphasizes the importance of preventing 
deformities in tuberculosis of bones and joints. 
This is accomplished (1) by preventing the infection 
and (2) by combating or eliminating the deforming 
factors. 

Since a considerable portion of tuberculosis in 
children is of the bovine type, it is evident that there 
should be a more strict control of herds, dairies, 
and milk products. 

Segregation of advanced cases of phthisis and 
disinfection of all tuberculous sputum is advocated. 

By improving vigor and vital efficiency through 
better hygiene, infection is combated. 

The prevention of deformities in bone and joint 
tuberculosis depends upon an early, accurate diag- 
nosis and the careful planning and _ intelligent 
management of the treatment. 

Fixation should be in the position of choice and 
the patient’s activity should be limited. 

Operative interference is more frequently indi- 
cated in adults than in children. The object in 
operative work is either to remove diseased tissue, 
to fix the parts, or both. 

Terminal deformities of the extremities, whether 
in children or adults, may be satisfactorily corrected 
by safe and comparatively simple operations. 

R. B. Corretp. 

Gill, J. M.: Infantile Paralysis. Med. J. Austral., 
IQI5, ii, 4. By Surg., Gynec. & Obst. 


The author reviews the pathological findings and 
discusses the symptoms noted in non-fatal cases of 
infantile paralysis. 
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He states that infantile paralysis may affect 
any part of the nervous system, but it has a tendency 
to affect the anterior cornua of the spinal cord, and 
there is a question whether the peripheral nerves 
are affected or not. 

He reviews the findings in detail of the Scandi- 
navian physicians, Harbitz and Scheele, and de- 
scribes certain common symptoms found in this 
disease and discusses their mode of production. 

1. Where there is a tenderness of the muscles, 
there are two theories as to the cause: (1) periph- 
eral neuritis, (2) involvement of nerve-roots in 
the meningitic process and invasions of the tracts 
conveying painful impulse to the spinal cord. 
Neither of these he believes to be a satisfactory ex- 
planation, but he favors the theory of peripheral 
neuritis. 

2. Where the paralysis is partly spastic and partly 
flaccid he believes the explanation to be simple and 
entirely satisfactory, that this phenomena is due to 
an incomplete transverse lesion of the cord, the 
disease affecting the lateral columns of the cord, as 
well as the anterior, though to a lesser extent, the 
paralysis becoming purely a flaccid type when the 
inflammation in the cord has partially cleared. This 
was first and accurately described by Wickman. 
Another explanation given by Hughlings Jackson 
is that the cerebellum exercises a continuous influ- 
ence on the muscles. When the lateral columns are 
injured, the tonic influence asserts itself, but under 
normal conditions it is kept in check by correspond- 
ing impulses of the cerebrum, which have a restrain- 
ing effect. 

3. The exact meaning of the symptom of retrac- 
tion of the head is doubtful. It is generally looked 
upon as a sign of meningitis when it affects the pos- 
terior cerebral fossa. It is thought that this position 
of the neck makes room for any accumulation of 
fluid in a posterior fossa; but this does not explain 
its cause in infantile paralysis and other diseases of 
childhood. 

He believes retraction of the head is best explained 
by the hypothesis of Hughlings Jackson, published 
in 1871, which is, in brief, that Jackson believes that 
the cerebrum represents movements in the order 
of the arm, leg, trunk, while the cerebellum rep- 
resents them in the order of the trunk, leg, arm, and 
the cerebral influence is dominant in the cerebellar 
extension, so that when the influence of one is re- 
moved the other is dominant. Applying this 
theory to infantile paralysis, he supposes that the 
cortical structure or the highest levels in both the 
cerebrum and the cerebellum are very apt to be 
affected by this disease; that the cerebral paralysis 
is manifested by coma and convulsions, while the 
cerebellar paralysis is revealed by retraction of the 
neck and rigidity of the limbs; also that the order of 
paralysis is the same as in cerebellar paralysis, the 
trunk predominating. The cerebellar influence on 
the trunk is maximal, while the cerebral influence is 
minimal; hence in the paralysis of both rigidity is 
dominant. He believes that the theory is correct 
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and that the only alternative theory is that the head 

retraction is due to meningeal irritation. He reports 

three cases illustrating the points under discussion. 
C. C. CHATTERTON. 


W.: The Treatment of Infantile 
a Study in Biology. Brit. M. J., 
By Surg., Gynec. & Obst. 


MacKenzie, 
Paralysis: 
1915, 1, 60. 

In an optimistic paper MacKenzie calls attention 
to the fact that too often cases are given up as 
hopeless on the ground that “irreparable damage” 
has been done to the cells in the anterior cornua. 

He emphasizes strongly the teaching of Owen 

Thomas and, in our day, Robert Jones that “‘sur- 

gical rest’ should be given these paralyzed muscles. 

Great benefit will result from this treatment of the 

muscle in conjunction with training, massage, etc., 

of the paralyzed group. He says the erect position 
in the human ultimately depends upon one muscle 

— the quadriceps — and is lost if that muscle fails. 

The ourang in walking balances by means of the 

hand. We have advanced farther and are able 

when standing to elevate the hand above the head. 

These functions come last and go easily and are the 

hardest hit in infantile paralysis. The treatment 

of the muscle is all-essential in the disease. In- 
stead of waiting for a chance recovery in the cornual 
cells and treating in a perfunctory way the muscles 
with massage and electricity, it must be recognized 
that every affected muscle will work, provided that 

a commencement be made at zero. An affected 

limb will retain its heat and show little waste pro- 


vided it be rested and worked within physiological 


limitations. Work must not be done for the muscle; 
it must itself do the work. M. S. Henperson. 


Amesse, J. W.: Epidemiology of Poliomyelitis. 
Colo. Med., 1915, xii, 17. By Surg., Gynec. & Obst. 
Amesse reviews the subject of poliomyelitis 
especially in regard to its epidemic character. It 
was first recorded in 1841 and has been well estab- 
lished by the reports of many authors. The 
specific organism has been isolated in pure culture, 
and reports of early investigators have been con- 
firmed by the work of the Rockefeller Institute. 
The disease has been transmitted experimentally in 
animals, and epidemics of poliomyelitis in dogs, 
horses, sheep, etc., have been reported. 

All methods of transmission of the disease are as 
yet unknown. Experimentally the stable-ily and 
bedbug have been shown to be carriers of the virus, 
but this work has not been confirmed. By far the 
most important factor is the direct infection from 
human beings. The upper respiratory tract has 
been shown to be the point of ingress and egress of 
the virus, and the discharge from the nasopharyn- 
geal mucosa and the intestines have been proved 
infectious. The virus may remain active for months 
after the acute stages of the disease have passed and 
the affected organisms may be carried in healthy 
throats and transmitted to others. Eighty to 
ninety per cent of those infected are under six years 
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of age, but no age is exempt. The male sex is 
affected more frequently than the female. The 
disease is usually found in the temperate zone, 
and is propagated readily during the summer and 
autumn. It affects all races and may be found 
amid the best and worst hygienic conditions. 
DrForest P. WILLARD. 


Whitman, R. C.: 
Poliomyelitis. 


Pathology of Acute Anterior 
Colo, Med., t915, xii, 20. 
By Surg., Gynec. & Obst. 
The pathological picture in poliomyelitis is that 
of rapidly developing diffuse inflammatory infiltra- 
tion of the pia and cord, which is most marked in 
the most vascular portions; that is, the anterior 
horn-cells. It may also involve a large portion of 
the brain, the intervertebral ganglia, and the periph- 
eral nerves. The exudate consists mainly of 
lymphocytes. This exudate is gradually absorbed, 
but is usually followed by areas of parenchymatous 
degeneration which are apt to be confined to the 
anterior horn. ‘The muscles which are permanently 
paralyzed undergo very rapid and extensive de- 
generation, so rapid and so complete as to be un- 
explainable, as the result of simple disuse. ‘The 
wasting of the muscles may be partly masked by an 
overgrowth of fat and connective tissue.  Ulti- 
mately, deformities of various sorts may develop 
as the result of the action of the opposed muscles. 
DrfForest P. WILLARD. 


Gengenbach, F. P.: Clinical Aspects and Early 
Treatment of Acute Anterior Poliomyelitis. 
Colo. Med., 1915, xii, 21. By Surg., Gynec. & Obst. 

According to Gengenbach’s classification there 
are eight distinct types of acute anterior poliomyeli- 
tis, the four most important being: 

1. The spinal type —the ordinary form — 
beginning with fever, headache, gastro-intestinal 
disturbance, pain in the spine and extremities, and 
signs of nervous irritability. The symptoms 
usually persist from one to five days and with the 
suggestions of fever the effects of the paralysis 
become apparent. 

2. The abortive type, in which the onset is 
similar to that of the spinal type but less severe in 
character and there is no apparent residual paraly- 
sis. 

3. Progressive paralysis, beginning usually in 
the lower limbs and extending upward. 

4. The bulbar type, in which there is paralysis 
of the cranial nerves whose nuclei lie in the medulla 
and pons. 

After the subsidence of the acute stage the paraly- 
sis remains. It is of the flaccid type and reaches 
a maximum in a few days. It involves the muscles 
of one or both lower limbs, the upper limbs, and 
the muscles of the back. During the next two or 
three weeks the paralytic symptoms subside grad- 
ually. At the end of a month the remaining paraly- 
sis represents the actual damage of the parts 
affected, although much may still be accomplished 
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by suitable treatment. The final effects are repre- 
sented by muscular atrophy, loss of subcutaneous 
fat, deformities due to overpowering of the paralyzed 
muscles by their antagonistic unparalyzed muscles, 
flail-like joints, and the occasional shortening of a 
limb. 

Poliomyelitis may occur sporadically or as an 
epidemic. It is usually seen in the summer months. 
The period of greatest susceptibility is during the 
first two or three years of life. Owing to the nature 
of its onset it may easily be mistaken for the ordi- 
nary gastro-intestinal disturbances of childhood or 
any of the other acute infections. Early lumbar 
puncture will prove helpful in making differential 
diagnosis. During the first few days the spinal 
fluid is increased in quantity, is opalescent, and 
shows an increase in the number of lymphocytes. 

The physician should be very guarded in his 
prognosis, as it is not always possible to judge the 
probable amount of residual paralysis from the 
severity of the onset. The mortality varies from 
7 to 20 per cent in epidemics, while about 25 per 
cent of the cases make complete recoveries. 

The same precautions should be taken as for any 
infectious or contagious disease: rigid quarantine 
should be instituted for at least three weeks and 
subsequent house disinfection resorted to. 

The treatment includes the usual medicinal and 
dietetic measures for any acute infection. In 
addition, absolute rest in bed should be required, 
with the protection of the sensitive parts and 
administration of 2 to 10 grs. of urotropine several 
times a day. 

The patient should be kept in bed, as quiet as 
possible, for at least a month. As soon as the con- 
dition is recognized the affected limbs should be 
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Funk, V. A.: Dermoid Cysts of the Sacrococcygeal 


Region. Jiterst. M.J., 1915, xxii, 53. 


By Surg., Gynec. & Obst. 

Dermoids are congenital cystic tumors. ‘The 
simplest are globular sacs lined with dermal cells, 
from which hair may grow and be shed to later 
work its way to the surface, forming a sinus, which 
usually persists for some time. Sequestration der- 
moids are most frequent in the sacrococcygeal 
region, and may be mistaken for spina bifida. 
Those anterior to the sacrum — post-rectal — 
are rare and frequently contain teeth. They are 
often not found until puberty. .\ swelling appears, 
becomes painful, breaks or is lanced with a resulting 
sinus. This condition must be differentiated from 
fistula in ano or a tuberculous sinus. The prognosis 
depends upon how early they are seen and on the 
treatment, which is complete excision. Funk 
reports two cases which received permanent cure 
by complete resection of the sac and sinuses. 

C. A. STONE. 
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kept in as normal a position as possible by means of 
some retention apparatus. Not until the expira- 
tion of at least a month, or in any event until all 
tenderness has ceased definitely, is the massage, 
electricity, and muscle-training instituted. 
DeForest P. WILLARD. 


Geist, E.: Supernumerary Bones of the Feet; a 
Réntgen Study of the Feet of One Hundred 
Individuals. Am. J. Orth. Surg., t9t3, Xill. 403. 

By Surg., Gynec. & Obst. 

The author divides the supernumerary bones of 
the feet into two groups: those which are important 
and those which are comparatively unimportant. 

In the first group he includes (1) the os trigonum, 
(2) the, os tibiale externum, (3) the os peroneale, 
and (4) the os vesalii. 

Inthe unimportant group are placed (1) the sec- 
ondary os calcis, (2) the os intermetatarsale, and 
(3) the os intercuneiforme. 

He then gives a good description of these bones 
and draws the following conclusions: 

1. That the findings of his X-ray studies of the 
feet of one hundred individuals about contirm the 
findings of Dwight and Pfitzner. 

2. It is of extreme importance that the frequency 
of occurrence of these accessory bones be recog- 
nized by the surgeon, as they not only have an aca- 
demic intcrest to the anatomist, but a knowledge of 
them is of vital importance to one who is engaged in 
the surgery of the extremities. 

3. That these accessory bones occur just about 
as frequently unilaterally as bilaterally is an im- 
portant fact not to be lost sight of by those en- 
gaged in réntgen ray work and others. 


Liovp T. Brown. 


SPINAL COLUMN AND CORD 


Sherman, H. M., and McChesney, G. J.: Bone- 
Splinting in Vertebral Tuberculosis. Calif. 
St. J. Med., 1914, xii, 485. By Surg., Gynec. & Obst. 

Hibbs and Albee promulgated two splendid 

methods of repair of tuberculosis in the vertebra. 
Results from external supports usually proved 
unsatisfactory. The author considers a_ brace 
that is invisible, impalpable, imponderable, inde- 
structible, and innocuous, to be the ideal brace; 
he considers the results of the Hibbs and Albee 
operations come nearest to his ideals, considering 
bone as a living tissue, and when its pathology 
ceases repair being inaugurated at once. The 
stimulation of osteogenesis induces rigidity and 
strength, but no encroachment is made during the 
operations upon the diseased area. The Hibbs 
operation uses all of the vertebra posterior to the 
articular processes, the lamina and spinous processes 
being used to secure osseous contact with the ver- 
tebra below. Greater surgical attack is necessary 
in this operation. 














The Albee operation makes use of the spinous 
process only, splitting it from tip to base and in- 
corporating a bone-splint removed from a tibial 


shaft. Selective cases and spinal regions were 
selected for each operation: the Hibbs operation 
for the dorsal, the Albee for cervical, dorsolumbar, 
and sacral regions. 

The operations being considered from a mechan- 
ical standpoint, the articular processes being the 
fulcrum, the Albee operation gives a body of bone 
posterior to the articular surfaces, hence greater 
leverage. A selection of cither is suggested for 
every case; followed by prolonged after-treatment, 
there is everything to gain and nothing to lose by 
operation. Results of operation on twenty-five 
patients show fairly definite results in seven; results 
of the others varying between fair and no results. 

H. W. MAttsy. 


Farrell, B. P.: Hibbs’ Osteoplastic Operation for 
Pott’s Disease. J. Am. AM. Ass., 1915, Ixiv. 308. 
By Surg., Gynec. & Obst. 
The idea of fixation as a cure is suggested by 
the natural process of ankylosis which is seen in 
studies of the healed kyphosis. The question is 
to determine the best method of causing such an 
ankylosis artificially, thus accomplishing in a few 
wecks the result obtained by nature in months or 
years. From studies on the cadaver, Hibbs, in 
1910, devised the following method: Longitudinal 
incision is made over the spinous processes and the 
periosteum laid back on each side from the spinous 
processes and lamina. The spinous processes are 
then partially fractured and each turned down so 
that the tip of one comes in contact with the frac 
tured base of the one below. A chip of bone elevated 
from cach lamina is used to bridge the space be 
tween the lamina. It has been found that there is 
an adequate amount of real bone at all ages and that 
transplants from other regions are unnecessary. 
Nearly 200 cases have been treated by this method 
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Brenizer, A. G.: Keloid Formation in the Negro. 
Ann. Surg., Phila., 1915, Ixi, 83. 

By Surg., Gynec. & Obst. 

These lesions are frequently observed in tubercu- 
lous cervical adenitis where glands have broken 
down or have been excised and in wounds healing 
by granulation. They may occur, however, after 
a minimum injury, such as piercing of the ear-lobe. 
The neck and chest seem to be sites of predilection. 
The association of keloid and tuberculosis has 
been noted by many and defended by some. Al- 
though the negro is susceptible to both tuberculosis 
and keloid, although keloid may develop on tuber- 
culous lesions, and although the neck and chest are 
common sites, Brenizer challenges this view. That 
keloid may be limited to only part of a scar, perhaps 


GENERAL SURGERY — SURGERY OF THE 


I*/ 





SKIN, FASCIA, APPENDAGES = 513 





at the New York Orthopedic Hospital. The ages 
of the patients ranged from cighteen months to 
forty-one years, and the duration of the disease 
from four weeks to thirteen years. Of the series 
12 had psoas abscesses and 40 had increased retlexes; 
the number of vertebra fused was from 5 to 14; 7 
died from extrinsic causes, 4 were reoperated upon 
because an insufficient number of vertebra had been 
fused. Of the others, in all except 3 cases which 
were paralyzed when they came to the hospital, 
all symptons of Pott’s disease have disappeared. 
Autopsy on 2 cases showed complete fusion of the 
spinous processes and lamina. W. A. Crarx. 


Collins, J., and Marks, H. E.: The Early Diagnosis 
of Spinal Cord Tumors. Am. J. JJ. Sc., 10915, 
cxlix, 103. By Surg., Gynec. & Obst. 

The authors report two cases of extramedullary 
tumor of the spinal cord, each presenting an atypical 
symptomatology, followed by a discussion of the 
early diagnosis of the disease. 

The classical sequence of symptoms has been 
proved from the report of a number of cases during 
recent years to be far from uniform. Pain has been 
especially insisted upon as an early symptom. Of 
the two cases reported by these authors, in one 
pain was entirely absent, and in the second it was 
slight. Other subjective sensory disturbances, 
such as paresthesia and hyperwsthesia, have been 
found to be rare. Pain also often does not cor- 
respond to the segmental localization of the tumor. 

The authors consider that the essential element in 
the diagnosis is the fact of a gradually progressive 
motor and sensory spinal paralysis, the upper pole 
which varies slightly, if at all. In every 
case of so-called transverse myelitis the possibility 
of tumor of the cord should be considered. — It 
to be hoped that the day will soon come when ex- 
ploratory laminectomy will) be undertaken 
readily as an exploratory laparotomy. 

H.W. Winco. 
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a very small portion, argues against a mere fertility 
of the field for bacterial growth. The author be- 
lieves the condition to be a tumor, a fibroma of the 
skin arising from the connective tissue of the derma. 
The cause is still obscure. Speculating upon the 
causation of tumors, the author states that the 
underlying factor in tumor growth is the loss of an 
inhibitory influence, possibly by irritation. This 
argument is applied to the development of keloid. 
That keloid is more common in the negro than the 
Caucasian may be attributable in part to instability 
in equilibrium in growth, as shown by the relative 
frequency of congenital malformations in the negro. 
His “inhibitory substance” is weaker, and therefore 
lesser irritations may result in cellular overgrowth. 
T. W. TiArRMeR. 
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MISCELLANEOUS °* 


CLINICAL ENTITIES — TUMORS, ULCERS, 
ABSCESSES, ETC. 


Moullin, C. M.: The Cancer Problem. Aun. Surg., 

Phila., 1915, xi, 1. By Surg., Gynec. & Obst. 

The author first raises the question, “Is there such 

a thing ascancer?”’ He thenstates that it cannot be 

separated from other tumors; that is, there are bor- 

derline cases between ‘‘cancer” and sarcoma, and 
again between malignant and benign tumors. 

The start of all tumors is from apparently normal 
cells. These develop in an apparently normal 
manner up to a certain state, when further develop- 
ment is arrested. Increase takes place, but the cells 
neveradvanceordoany work. If the arrest of devel- 
opment occurs when the cells are highly specialized, 
further growth is slow and the tumor is benign. If 
the arrest of development occurs when the cells are 
embryonic in character, further growth is rapid and 
the tumor is malignant. Such cells are capable of 
transplantation through blood or lymph channels. 
Purposeful growth is controlled by heredity. 
When this force fails, purposeless multiplication 
takes place and tumor results. Failure of the force 
may be due to age, disuse, injuries which interfere 
with normal tissue construction, and arrested de- 
velopment of organs or tissues from freaks of nature 
or from artificial causes, such as chemical or physical 
agents: viz., arsenic, soot, tar, aniline colors, cobalt, 
X-ray. Perhaps noxious substances may be elabo- 
rated in the body producing similar results. This 
may account for predisposition in families. In some 
families heredity, that factor which directs and con- 
trols growth, is so strong that growth is never al- 
lowed undue license. In others the power is 
weaker and liable to fail, and growth becomes 
rampant. There are therefore two factors working 
together; one is arrest or weakening of the power of 
development; the other is local irritation. Masses 
of cells which never attain perfect form result and 
increase with a rapidity dependent upon the stage 
at which their development was checked. 

T. W. Harmer. 


SERA, VACCINES, AND FERMENTS 


Kohlhardt, H.: Effect of Abderhalden’s Cancer 
Serum (Uber die Wirkung des Abderhaldenschen 
Krebsserums). Fermentforsch., 1914, 1, 76. 

By Surg., Gynec. & Obst. 

The fact that the body itself forms defensive 
ferments against pathological conditions would lead 
to the conclusion that such ferments could be used 
therapeutically. Abderhalden and  Lunckenbein 
had already performed experiments in injecting 
fluid from cancers directly into the animal; this 
method, however, was not without danger. Ab- 
derhalden has now adopted the method of produc- 


ing protective ferments in the body of another 
animal and then injecting the serum obtained into 
the cancerous individual. He has had success in 
inducing the disappearance of the tumor in ten 
rats. In this article four cases of the use of the 
serum in human patients are reported. The effect 
of the serum is highly specific, so it is best to use for 
the original injection a part of the extirpated tumor 
or its metastases. Where this is not possible the 
serum of the tumor patient is used. The ‘anti- 
serum”’ when obtained is tested for its katabolic 
effect on cancer tissue. 

The first patient was a man of 62 in an advanced 
stage of stomach cancer. It was thought that he 
would soon die. On February 28, 20 ccm. of car- 
cinoma serum were given, no unpleasant effects 
resulting; March 3, 30 ccm. given; appetite and 
sleep improved, oedema decreased; further in- 
jections of 10 ccm. each given were April 8, 15, 18, 
20, 23, 24, 25, and 27. A remarkable increase in 
weight and general health followed and all clinical 
symptoms soon disappeared. The case is not 
regarded as cured, for the patient’s serum still 
katabolizes cancer tissue, but he is so far cured 
clinically as to be able to continue his work. 

The second case was a woman of 51, in an ad- 
vanced stage of cachexia. She had a tumor in the 
left half of the abdomen as large as child’s head; 
there was infiltration of the descending mesocolon. 
Radical operation was impossible, and long con- 
tinued treatment with radium, mesothorium, and 
réntgen rays was ineffective. Ten ccm. of car- 
cinoma serum were given on July 2, 3, 4, 5,6, 8,9, 
10, 11,and 12. The general symptoms improved in 
a remarkable way after the first injection. Vomiting 
stopped, appetite and strength increased, and the 
pulse fell from 120 or 130 to 80 or go after the second 
injection. Local symptoms improved and_ the 
tumor decreased in size. 

In addition to these two cases of clinical recovery 
the author reports two further cases that ended in 
death; they were in such extremely bad condition 
when treatment was begun that any other ending 
was hardly to be expected. However, the micro- 
scopic examination of the tumors showed such a 
marked effect of the treatment on the tumor tissue 
that he regards them as even more conclusive of 
the good effect of the treatment than the clinical 
cases. A detailed report of the microscopic findings 
will be given in a later paper. 

There were no bad effects, and in less advanced 
cases he feels that there would have been great 
hopes of recovery. Anaphylaxis may be produced, 
but he has never seen it to a serious degree. It 
may be avoided by not interrupting the series of 
injections, or, if it becomes necessary to interrupt 
them, they should be resumed with serum obtained 
from a different species of animal. A. Goss. 
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Otto, R., and Blumenthal, G.: Experience with 
Abderhalden’s Dialysis (Erfahrungen mit dem 
Abderhaldenschen Dialysierverfahren). Deutsche 
med. Wchnschr., 1914, xl, 1836. 

By Surg., Gynec. & Obst. 

The authors describe a series of Abderhalden tests 
with the sera of 30 pregnant individuals and 40 non- 
pregnant ones, men and women. The non-pregnant 
ones included 13 carcinoma patients, 22 with other 
diseases, such as syphilis, metasyphilis, skin diseases, 
tuberculosis, pyosalpinx, myoma, ovarian tumors, 
etc., and 4 normal individuals. They conclude that 

a negative reaction almost certainly excludes 

pregnancy, and that while the sera of pregnant wom- 

en almost always katabolize placenta, this has 
only a limited diagnostic value, because other 
sera, especiaily those of patients with carcinoma, 
also give a positive ninhydrin reaction with placenta. 

The serum of men with dementia praecox gives 

a positive reaction always with tests, often with 

brain, but often also with placenta. Testes were 

also katabolized by sera of patients with other 
diseases and by the sera of pregnant women. 

Specificity of the so-called protective ferments in 

the sense claimed by Abderhalden could not be 

demonstrated. A. Goss. 


Oeller, H., and Stephan, R.: Criticism of the 
Protective Ferment Reaction (Kritik des Dialy- 
sierverfahrens und der Abwehrfermentreaktion). 
Deutsche med. Wchnschr., 1914, xl, 1557. 

By Surg., Gynec. & Obst. 

Oeller and Stephan tested the possibility of mak- 
ing a clinical diagnosis of tumor by the Abderhalden 
reaction and found that it was impossible; they then 
tested it in pregnancy, adhering strictly in all cases 
to Abderhalden’s directions. They examined sera 
from 100 pregnant and non-pregnant individuals, 
the non-pregnant ones being mostly men. They 
found that “protective ferments”’ could be demon- 
strated in the sera of many normal men. Almost 
every serum, no matter what its source, katabolized 
heated placental tissue. They found also that the 
effect of the protective ferment was dependent on 
its concentration in the serum. If the ferment 
content of a serum reached a certain concentration, 
it digested proteins coagulated by heat without any 
specific distinctions. 

They think the dogmatic statements laid down 
by many authors with regard to the results of the 
method are premature, and that while, under 
certain conditions, dialysis may give biologically 
correct results, the clinical results thus far obtained 
should be rejected and the method worked out 
completely along new lines. A. Goss. 


Miinzer, A.: The Limitations of Organotherapy 
(Die Grenzen der Organotherapie). Berl. klin. 
Wehnschr .1914, li, 1812. By Surg., Gynec. & Obst. 


Organotherapy has yielded such excellent re- 
sults in myxoedema and cretinism because in them 
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we have to deal simpiy with a hypofunction of a 
certain gland; this insufficient function being com- 
pensated for, normal conditions result. But in 
most diseases the condition is much more complex; 
it is not a question of excess or insufficiency of 
function, but of disordered function, so that the 
gland does not discharge into the blood its normal 
secretion either in too small or too large amount, 
but a substance that is entirely foreign to the blood, 
The administration of gland tissue only results in a 
greater amount of this foreign product being dis- 
charged into the circulation. 

The primary pathological condition is not in the 
gland itself, but in some other gland or possibly in 
the nervous system. As the ductless glands act 
to a certain degree as antagonists and maintain a 
normal balance in the body, it is possible in some 
cases of hyperfunction to administer the secretion 
of an antagonistic gland; for instance, in acro- 
megaly, which is due to hyperfunction of the hy- 
pophysis, the administration of thyroid and genital 
glands may be of value. But the only true or- 
ganotherapy consists in the transplantation of a 
sound organ in the place of the diseased one. ‘The 
giving of a preparation from a dead organ is only a 
makeshift. A. Goss. 


BLOOD 


Youland, W. E.: The Protective Value of Aqueous 
Extract (Hiss) of Leucocytes in Acute Infec- 
tions in Animals. J. Med. Research, 1915, xxxi, 
367. By Surg., Gynec. & Obst. 

Youland has attempted to confirm the presence of 
protective substances in leucocyte extract with a 
view of extending the use of such an agent in the 
combating of bacterial infections. Experiments 
were carried out upon rabbits and guinea pigs, 
staphylococcus, pneumococcus, and streptococcus 
being made use of in the experiments. It was found 
that in none of these experiments was absolute 
protection obtained. In one or two there was a 
slight prolongation of life, but not sufficient to in- 
dicate a distinctive action. In one experiment with 
a mild infection of staphylococcus there was a 
conservation of weight. While a decided intluence 
on the temperature was noted in some of the test 
animals, this is of little significance, as all of the 
animals succumbed. With more severe infection 
none of these reactions occurred. 

The infecting doses in these experiments were 
severe, but the extract was often given in large 
amounts. While these results do not negate those 
of Hiss, when considered together they are of some 
significance. The difficulty of determining the 
value of a protective substance under such unequal 
test conditions is well shown. ‘The fact that leu- 
cocyte extract cannot be prepared uniformly offers 
another source of difficulty. The fact that the 
nucleins present in these extracts have a certain 
influence in these infections must also be considered. 
These facts render borderline infections in suscep- 
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tible animals like the rabbit all the more unsuitable 
for such a determination. _ For these reasons more 
weight, perhaps, may be given the results of the 
present work. The possibility of leucocytes con- 
taining neutralizing substances within the meaning 
of immunity is remote. Leucocyte extract ap- 
parently exerts its action upon animal infections 
only in the borderline type of infection, and is with- 
out curative value in more constant conditions. 
GeorceE E. Betsy. 


Jeger, E., and Wohlgemuth, J.: A New Method of 
Controlling Hemorrhage of Parenchymatous 
Organs (Eine neue Methode zur Stillung paren- 
chymatéser Blutungen). Arch. f. klin. Chir., 1914, 
CVi, 104. By Surg., Gynec. & Obst. 

Jeger and Wohlgemuth point out the disad- 
vantages of various previous methods of stopping 
hemorrhage in parenchymatous organs. The blood 
flows in such a broad stream that there are no con- 
tact surfaces to aid in producing coagulation. If 
the blood is divided into small streams by some 
fibrous substance interposed, coagulation takes 
place much more readily. This may be accomplished 
by means of gauze, but the gauze tampon remains as 

a foreign body. They have devised an absorbable 

tampon. It is prepared from a delicate membrane 

taken from the intestines of sheep and cattle. This 

is frozen into a solid mass and then cut up in a 

machine resembling a microtome, so that it is 

divided into very fine fibers. This is sterilized by 
keeping it three days in five per cent carbolic acid 
solution, and then washed repeatedly with 70 per 
cent alcohol. When needed it is taken out of the 
alcohol and washed in salt solution and applied while 
still wet to the wound. It adapts.itself perfectly to 
the wound and acts the same as any other tampon. 

Experiments on the organs of animals have shown 

both that the method of sterilization is effective and 

that very large amounts of the material can be used 
and perfectly absorbed. A. Goss. 


Curtis, A. H.: The Treatment of Hamorrhage by 
Injection of Blood. J. Am. M. Ass., 1915, Ixiv, 
332. By Surg., Gynec. & Obst. 

In the treatment of persistent haemorrhage, 
Curtis again urges the employment of repeated 
injections of whole blood. The only apparatus re- 
quired is an arm constrictor and a 20-ccm. ground- 
glass syringe coated with liquid vaseline. Upon 
withdrawal from the cubital vein of a healthy donor 
the blood is immediately injected into the subcu- 
taneous tissues of the patient. Human blood is 
given preference over serum from lower animals be- 
cause of certain objections to the latter, notably 

danger of anaphylaxis, possibility of tetanus, and a 

tendency to contamination when preserved. Whole 

blood is found to be fully as efficacious as human 
serum and can be used without delay and with less 
danger of infection. 

In cases of continued hemorrhage of moderate 
severity — for example, hemorrhage of the new- 


INTERNATIONAL ABSTRACT OF SURGERY 


born — blood injection rivals transfusion in the 
results achieved and is the method of choice because 
it requires little technical skill. In infants with 
severe anemia, intravenous injection of blood by 
means of a roo-ccm. lubricated ground-glass syringe 
is recommended as a worthy substitute for a trans- 
fusion operation. 

A trial of hemotherapy in chronic anemias, wast- 
ing diseases, and infections with grave outlook is 
advocated. The author believes that the stimulating 
effect of repeated injections of blood offers more hope 
in this field than does the more difficult procedure 
of one or even two transfusions of large quantities 
of blood. 


BLOOD AND LYMPH VESSELS 


Honigmann, F.: Gunshot Injuries of Blood- 
Vessels (Uber Schussverletzungen der Blutge- 
fasse). Berl. klin. Wehuschr., 1915, lii, 50. 

By Surg., Gynec. & Obst. 

Honigmann reports 9g cases of operation for gun- 
shot injuries of blood-vessels; 8 of them were for 
aneurism and one was for hemorrhage from a 
wound of the lower jaw. In 2 of the cases of 
aneurism there were diffuse hematomata, in 6 
there were sacculated aneurisms. In 5 of the cases 
there were also nerve lesions. Functional disturb- 
ances from contracture of the neighboring joints 
were tolerably constant. Four of the operations 
were undertaken on account of vital indications: 
twice operation for gangrene, twice ligation for 
secondary haemorrhage. In the other four cases 
the functional disturbances were regarded as 
sufficient to indicate extirpation of the aneurism. 

Double ligation was performed in preference to 
suture of the vessels. Theoretically, vessel suture 
would seem to be the ideal operation, but the old 
method has been found effective in practice, par- 
ticularly under war conditions. 

Coenen and Henle have asserted that ligation may 
safely be undertaken when there is a satisfactory 
collateral circulation, as indicated by the discharge 
of arterial blood from the peripheral artery after 
temporary ligation of the main artery. Von 
Frisch gives as a positive sign of sufficient collateral 
circulation a normal color of the skin of the periph- 
ery of the limb and the appearance of venous con- 
gestion when the circulation in the leading vein is 
cut off. 

The author has found the Coenen-Henle sign 
reliable. Some authors advise medical treatment 
unless there are vital indications for operation, but 
Honigmann thinks operation should be the rule 
on account of the disturbances in circulation pro- 
duced by the aneurism and the danger of later 
growth and rupture. A. Goss. 


Wounds of Arteries. NV. Y. M. J., 


Erdman, S.: 
By Surg., Gynec. & Obst. 


IQ14, C, 1261. 
Two cases of incomplete division of arteries are 
reported by the author. In each case temporary 
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hemostasis was followed by repeated profuse 
hemorrhages. The treatment which finally proved 


successful was the exposure of the artery and its 
ligation above and below the opening. 
J. H. SkILEs. 


SURGICAL THERAPEUTICS 
Rohdenburg, G. L.: Collodial Silver with Lecithin 


in the Treatment of Malignant Tumors. 
J. Med. Research, 1915, xxxi, 331. 
By Surg., Gynec. & Obst. 

Ten cases of absolutely inoperable malignant tu- 
mor in man were treated as part of this investiga- 
tion. All diagnoses were based on microscopic 
examination of the tumors. 

The mixture which the author made use of was 
prepared as follows: One gram of commercial 
colloidal silver was rubbed up with three grams of 
Merck’s lecithin, about five drops of water being 
added to facilitate the process, the ingredients 
being mixed together until a perfectly smooth, uni- 
formly colored mass, free from grit, was obtained. 
This was then dissolved in 30 ccm. of a 25 per cent 
aqueous carbolic acid solution, and the fluid was 
filtered and sterilized by fractional sterilization. 
This mixture was given by intramuscular or in- 
travenous injection, the average dose being 7 ccm. 
repeated every third or fifth day. No toxic phe- 
nomena were observed, except a rise of temperature 
varying from one to three degrees and lasting about 
six hours. 

In judging the results, the standard of Weil was 
adopted; namely, actual decrease in the size of the 
tumor not referable to the ordinary course of the 
disease. The results were the same as with other 
methods; that is, the pain was relieved and the 
patients felt better, both purely psychic changes. 
There was no question that the clinical appearance of 
the patients was improved; some even gained in 
weight, no doubt due to a psychic stimulation of 
appetite. The ulcerating surfaces of some of the 
growths cleaned up, probably because of the greater 
surgical cleanliness afforded patients under con- 
stant observation in a hospital. All of these 
changes were so deceptive that those who had 
clinical charge of some of the cases were certain 
that they were benefited. Nevertheless, all the 
tumors pursued their usual course, grew steadily, 
as shown by careful measurements, and _ finally 
all the patients died, demonstrating thereby the 
need for extreme caution in reporting the results of 
therapeutic efforts to affect malignant growths. 

GeorcE E. BEILBy. 


ELECTROLOGY 


Shearer, J. S.: Measurements with the Coolidge 
Tube. Am. J. Réntgenol., 1914, ii, 507. 

By Surg., Gynec. & Obst. 

The advent of a tube, in which current and voltage 

may be independently controlled, marks a new era 
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in the scientific study of X-radiation. Two factors 
determine the quantity and quality of radiation 
from a given tube —the voltage and the current. 
Increase of current at fixed voltage increases the 
quantity of radiation only; but increase in voltage, 
without change in current, increases both quantity 
and penetration. It simplifies the interpretation of 
result if measurements are made at constant current 
and voltage. 

Shearer gives seventeen curve charts of various 
measurements, among which are the following: 
A seasoned Tungsten target ordinary tube showed 
in one minute a drop in voltage corresponding to a 
drop in penetration from about 8 Benoist to a little 
above 5 Benoist. The same tube, after complete 
cooling, starting at 3.9 ma. and 60 K.V., showed 
a drop in three minutes of from nearly 8 Benoist to 
5. A Miiller water-cooled tube, starting at about 
5.2 ma. showed a similar change in three minutes. 
A corresponding run with a Coolidge tube, starting 
at about to ma. and 70 k.V. (Benoist 9), showed 
a maximum change of only about 0.3 of a unit 
Benoist. This shows the certainty of operation 
for treatment where continuity of quality is of 
the greatest importance. 

The question of the proper design for transformers 
to be used in radiographic, fluoroscopic, and thera- 
peutic work is of considerable interest. Some in- 
formation in this connection may be secured by 
measurement of the actual performance of trans- 
formers with a tube as the load. Transformers 
were tested on a 220-volt line, with heavy, short 
leads to the transformer. ‘The effect of even slight 
line resistance is very marked at high current, and 
would be much greater with a rr1o-volt supply. 
The measurement of two transformers at about 40 
K.V. showed them nearly identical, but operating 
at 70 K.V., B will give 5.5 times as much réntgen 
radiation as will A. Thus, for deep treatment A 
would be almost useless while B would do fairly 
good: work. 

In the test of fluoroscopic screens a considerable 
difference was shown. Several of the newer screens 
equal or surpass the “P-B-C.””) Davin R. Bowen. 


Fraenkel, M.: The Stimulating Effect of X-Rays 
and Their Therapeutic Use in Chlorosis (Die 


Reizwirkungen der Réntgenstrahlen und _ ihre 
therapeutische Verwendung bei Chlorose). Zen- 


trabl. f. Gyndk., 1914, XXxviil, 932. 
By Surg., Gynec. & Obst. 

Dysmenorrheeic disturbances are frequent ac- 
companying phenomena in young girls suffering 
from chlorosis. These disturbances which have 
been treated rather ineffectually with iron prepara- 
tion, the author states he has influenced rather suc- 
cessfully with X-rays. 

He treated a few such cases with hemoglobin of 
48 to 50 per cent, mild Basedow symptoms, such as 
tachycardia, general unrest, extreme nervousness, 
and slight enlargement of the thyroid, basing his 
treatment on the following hypothesis. Bumm’s 
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view that the infantile uterus develops only after 
ovarian function begins leads to the conclusion that 
in the absence of or in the presence of a hypo- 
function of the ovary the infantile uterus can per- 
sist. A case of K. Elliot proves that by means of 
ovarian, corpus luteum extract and massage regular 
menses and later fully developed ovarian follicles 
can be brought about, so that pregnancy occurred 
one-half year later in his particular case. The 
uterus in this case had developed to normal size. 

Furthermore the experiments of Steinbach in 
feminizing males and masculinizing females like- 
wise proved similar relationships. By implantation 
of ovaries into males, he succeeded in developing 
their mammez so as to produce normal milk in 
fairly good quantity. He attributes this develop- 
ment of the mamme to the inner secretion of the 
implanted ovary. 

In discussing Basedow’s disease he considers the 
gradual disappearance of menstruation as an index 
of the severity of the case, so that a hypofunction 
of the ovary may be considered as a predisposing 
factor for the onset of Basedow’s disease. Analo- 
gous to this is the fact that the climacterium is a 
predisposing factor for the onset of Basedow’s 
disease, likewise the total extirpation of all ovarian 
tissue at operation. This is another reason why 
excessive doses of X-ray should not be administered 
without just cause. The conclusion must be drawn 
that in Basedow’s disease the ovarian function 
should be stimulated with stimulating X-ray 
dosage, especially in the form of fractional doses. 
This is especially to be desired in those cases of 
myoma complicated with exophthalmic goiter. 
It is most desirable to begin with raying of the thy- 
roid gland, as the ovaries receive stimulating 
effect from this source. He mentions an interest- 
ing case of exophthalmic goiter in which the patient 
developed all the typical symptoms including loss of 
weight to 70 pounds, and the menses gradually dis- 
appeared and remained absent for eight months. 
A partial thyroidectomy was performed and the 
patient gradually improved, menses returned and 
remained normal for four consecutive months. 
Six months later further symptoms set in, amenor- 
rhoea again occurring. X-ray treatment of the 
goiter, plus stimulating raying of the ovaries, again 
caused an improvement with the return of the 
menses. There is no doubt in this case that the 
action of the X-rays was twofold; first reducing 
the goiter (measurement for 43 to 39 cm.) with 
associated symptoms and, secondly, producing 
normal menstrual periods. 

This observation on the one hand, viz., the fact 
that symptoms of Basedow’s disease often make 
their appearance in chlorotic girls; on the other 
hand, that so many young girls suffer from chlorosis 
(which improves almost immediately after mar- 
riage) uninfluenced by iron therapy, points to a 
hypofunction of the ovary as a cause of chlorosis. 
He has employed the treatment of stimulating ray- 
ing to the ovaries in five cases, and was able by 


this alone to raise the hemoglobin of these patients 
from 48 per cent to 78 or 80 per cent and in two 
cases even to 85 per cent. This offers a new field 
for X-ray therapeutics which the author believes 
will be of considerable value. L. A. JUHNKE. 


MILITARY SURGERY 


Schloessmann: Secondary Hemorrhage After 
Gunshot Injuries (Uber Spatblutungen nach 
Schussverletzungen). Beilr. s. klin. Chir.. 1915, 
xcvi, 129. By Surg., Gynec. & Obst. 

One of the most unpleasant complications in 
military surgery is secondary hemorrhage after 
gunshot wounds. These secondary hemorrhages 
are due either to secondary erosion of the blood- 
vessel or primary injury of the vessel by the bullet on 
the field. 

Hemorrhage from erosion is not unknown in 
civil surgery. In comminuted fracture one of the 
fragments may not be properly replaced. It exerts 
a continuous pressure on the vessel wall, finally 
leading to pressure necrosis and rupture. There 
is much more opportunity for such erosions in war, 
as comminuted fractures are more numerous and 
severe; fixation is defective; long transportation is 
necessary, causing a continuous jarring of the pa- 
tient. However, this is only a secondary factor 
in the causation of secondary hemorrhage. Erosion 
is more frequently caused by extension of the sup- 
purative processes, so that it involves the vessel 
wall, leading to necrosis and rupture. 

Most haemorrhages from erosion are in the veins. 
Thin-walled veins naturally give way more quickly 
than the more resistant arteries. These venous 
hemorrhages may stop spontaneously; often when 
the physician arrives there is little or no bleeding 
and he is tempted to be satisfied with tamponing. 
The hemorrhage is apt to begin again just as 
spontaneously and lead finally to death or very 
severe anemia. 

However, the great majority of secondary hemor- 
rhages are due to primary injury of the vessel by 
the projectile. Modern bullets move so much more 
rapidly and have so much greater penetrating 
power that injuries of vessels and nerves are more 
frequent than formerly. A bullet may penetrate 
the blood-vessel completely but the surrounding 
tissues may fill up the wound so that there is only 
effusion of blood into the surrounding tissues, and 
hematoma or traumatic aneurism is formed, or 
there may even be no hematoma. The blood- 
vessel may contract so as to completely shut up the 
opening. The intima rolls inward and the sur- 
rounding tissues plug up the wound and a thrombus 
is formed. In all such cases there is danger of 
secondary hemorrhage. Of course, it is greater 
if there is suppuration in the wound. 

The danger of such secondary hemorrhage lasts 
until the fourth or fifth week. Hamorrhages may 
take place even in aseptic wounds after the healing 
of the entrance and exit wounds. 
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The clinical picture in these cases is that of in- 
creasing pain and tension in the limb with nerve- 
pain and peripheral paresthesia, and finally con- 
siderable oedema; i.e., symptoms of pressure of an 
intramuscular hematoma on the nerves and veins. 
If the possibility of aseptic secondary haemorrhage 
is borne in mind and the course of the shot crosses 
the path of a vessel, diagnosis is not difficult. 
Secondary hemorrhage from a false aneurism that 
has not been observed or correctly diagnosed may 
give symptoms very like those of a large abscess. 
Several cases have been described in which such 
aneurisms were opened under the mistaken diagno- 
sis of abscess. Schloessmann gives a history of a 
case of his own. 

An important point in the treatment of secondary 
hemorrhage is to bear in mind the possibility of its 
occurring. The only certain and effective treat- 
ment is ligation of the blood-vessel at the place of 
injury. Tamponing, pressure, and ligation at 
any other point are only makeshiifts. A. Goss. 


Frank, J.: Penetrating Gunshot Wounds of the 
Abdomen. Chicago M. Recorder, 1914, xxxvi, 641. 
By Surg., Gynec. & Obst. 

It is generally recognized by the civil surgeon that 
immediate operative interference gives the best 
results in cases of penetrating gunshot wounds of the 
abdomen. However, the line usually followed by 
military surgeons is conservative, and operation is 
undertaken only for late complications or for signs 
of marked hemorrhage. 

The arguments of the military surgeon are that 
(1) operative treatment in war time has proved 
disastrous, as statistics show that all cases operated 
on were fatal; (2) asepsis cannot be carried out in 
the field; (3) the wounded cannot be cared for during 
the battle; and (4) there is great danger of tetanus. 

As to the first argument, many of the deaths are 
in all probability due to factors other than the opera- 
tion. The wounded are transported over rough 
roads and in many cases a day or two may elapse 
before treatment can be administered. During 
this time peritonitis has been developing and the 
operation is performed too late. As to the other 
arguments, it seems to the author that with proper 
preparations these objections can be removed. 
In closing he makes a strong appeal for the same 
treatment of military wounds as that accorded 
wounds in civil life. J. H. SKILEs. 


Hackenbruch: Treatment of Gunshot Fractures 
with Extension Braces (Erfahrungen iiber die 
Behandlung von Schussknochenbriichen mit Dis- 
tractionsverbanden). Med. Klin., Berl., 1915, xi, 
61. By Surg., Gynec. & Obst. 

Hackenbruch describes the treatment of frac- 

tures with extension braces. He has treated 21 

cases, 16 of which were compound gunshot fractures, 

the others simple fractures of the extremities. 

He has found from experience that these extension 

braces can be used successfully even in cases of 
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extreme comminution of the bones and extensive 
injuries of the soft parts. He has used them suc- 
cessfully in some apparently hopeless cases of 
severe injuries with grenades where it seemed at 
first that the limb would have to be amputated, but 
he succeeded in getting the bones into good position 
and avoided amputation. 

The standard for each end of the long brace is 
fastened solidly in the plaster cast, then by turning 
a nut in the center of the brace the ends are pushed 
apart as far as desired. The extension can thus 
be regulated at any moment and the brace and 
cast are made light enough so that the patient can 
walk around while the fractured bone is knitting 
together, the ends being held in proper position by 
the stretching of the segment of the limb. 

The article has 18 illustrations showing the ap- 
plication of the brace to the arm, ankle, thigh, and 
leg, and the correction of a displacement of the 
long bones realized with it. The joints above and 
below are left exposed to permit the normal use 
of the limb. From almost the first the limb can 
be moved actively without pain, so that men with 
badly shattered long bones are able to be up and 
about. A. Goss. 


Noehte: Operative Treatment of Injuries of the 
Spinal Cord in the Field Hospital (Uber opera 
tive Behandlung der Riickenmarksverletzungen im 
Feldlazareti). Deutsche med. Wehnschr., 1915 
xli, 14. By Surg., Gynec. & Obst. 
Noehte describes briefly 20 cases of spinal cord 
injury; 2 improved without operation; g died of 
different complications without operation. Nine 
were operated on, of which 2 improved to such an 
extent that there is reason to believe that they will 
be able to walk; 1 improved after an abscess was 
opened; 1 improved but the paralysis was little 
changed; 3 were unchanged; 1 died of meningitis; 
1 died of respiratory paralysis; this was an injury 
of the lower cervical cord with ascending softening. 
From his results Noehte agrees with Guleke that 
early operation in spinal cord injuries is justifiable. 
He does not perform laminectomy until the third 
day, for there is a chance that during the first two 
days improvement will take place without opera- 
tion; it is dangerous to wait longer on account of 
the probability of bladder infection. A. Goss. 


Lewandowsky, M.: War Injuries of the Nervous 
System (Die Kriegsverletzungen des Nervensys 
tems). Berl. klin. Wehnschr., 1914, li, 1920. 

By Surg., Gynec. & Obst. 

Lewandowsky takes up chiefly the question of 
indications for operation. In injuries of the brain 
the results are much better with operation than 
without. Holbeck’s statistics give a mortality of 

14 per cent after operation as compared with 50 

per cent in non-operated cases. Operation is 

especially indicated in tangential shots, for bone 
splinters are especially apt to be forced into the 
brain. Shots that enter the skull diametrically 
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frequently pass through the brain entirely without 
doing much damage. The chief indications in such 
cases is thorough cleansing to avoid infection and 
careful watching for later developments. 

All cases of brain injury should be kept under 
observation for five to six weeks on account of the 
danger of meningitis or brain abscess. One can 
scarcely fail to notice the signs of meningitis, but in 
brain abscess there is often no rise of temperature; 
the general conditior , dullness, and headache must 
be relied upon for the diagnosis. Fissures caused 
by shots may extend to the base of the brain and 
involve the nerves of the base, especially the coch- 
lear and vestibular, with deafness and incoérdination. 
The prognosis is relatively good, as the soldiers are 
mostly young and strong, but brain injuries may be 
followed by disturbances in speech, paralysis, and 
even traumatic epilepsy. Operation as a rule is not 
effective in these conditions, even in epilepsy. 

Though operation is indicated in the majority of 
cases of brain injury, it is distinctly contra-indicated 
in spinal injuries. If the spinal cord is completely 
severed, operation does no good; if it is only partially 
separated, the chances for recovery are as good with- 
out operation as with it. The most important thing 
in the management of injuries of the spinal cord 
is to avoid infection of the bladder and bed-sores. 
Injuries of the cauda equina may be treated more 
like those of peripheral nerves. 

Injuries to the peripheral nerves are extremely 
frequent in war, and the indications for operation 
are difficult to decide upon. The neurologist 
frequently cannot tell whether the nerve is com- 
pletely severed or not; but in general, if the paralysis 
remains stationary or grows worse for four to eight 
weeks, operation should be performed. Operation 
consists in freeing the nerve from scar tissue, then 
nerve-suture or neurolysis. In general, operation 
is not indicated simply for pain in the nerve. It is 
difficult to discuss the results of operations on nerves, 
for the time has not been long enough. The 
beneficial effects of nerve-suture often are not 
manifest for as long as eight months. The results 
of neurolysis become evident sooner, function often 
being restored after two months. A. Goss. 


Tubby, A. H.: Nerve Concussion Due to Bullet 
and Shell Wounds. Brit. M. J., 1915, i, 57. 

By Surg., Gynec. & Obst. 

In reporting cases of nerve injury under his care 
at the Fourth London General Hospital, Tubby 
states that it is a little difficult to gather what is the 
general acceptation of the vague term “concussion 
of nerve.” He thinks the following definition may 
prove acceptable: ‘It is damage done to a nerve- 
trunk without actual destruction of the axis cylin- 
ders; and the damage may consist of an effusion of 
blood between the fibers, following compression 
of the nerve against a bone by the rapid passage 
of a foreign body in the immediate neighborhood 
of the nerve. In other cases the actual lesion may 
not amount to hemorrhage, but to a temporary 


anemia, or its opposite, hyperemia of the nerve, and 
specimens are required for microscopical examina- 
tion before a precise diagnosis can be made. It is 
also possible to conceive that in certain large nerve- 
trunks, such, for instance, as either of the popliteal 
nerves, where the motor fibers can be split up for a 
very long distance from the sensory, either a motor 
or a sensory bundle may be injured, so that in one 
case motor paralysis alone may exist and in another 
sensory symptoms be present.”’ 

In all cases stereoscopic skiagrams were taken. 
Where possible or practicable the shell fragment or 
bullet was removed, especially if it was near some 
large nerve-trunk. Tubby says these physiological 
paralyses will clear up. A partial or irregular 
paralysis of muscles supplied by one nerve-trunk is 
indicative of a physiological blocking such as arises 
from a small hemorrhage in or around a nerve- 
trunk or a bruising. A persistence of the reaction 
of degeneration is an indication for exploration of 
the nerve. While waiting for the power to return 
he emphasizes the necessity of relaxing paralyzed 
muscles; e.g., wrist-drop to hyperextend on a 
splint, foot-drop to dorsi flex the foot beyond a 
right angle. Massage and electricity should be 
given in these same positions. M.S. HENDERSON. 


Bland-Sutton, J.: The Value of Radiography in 
the Diagnosis of Bullet Wounds. Brit. M. J., 
1914, il, 953- By Surg., Gynec. & Obst. 


Bland-Sutton describes the Spitgeschoss bullet 
used by the Germans. It is sharp-pointed and has 
a higher initial velocity than bullets of an older 
pattern. It has a solid core of lead enclosed in a 
nickel case deficient at the base. He emphasizes 
how necessary the use of the X-ray is in locating 
bullets which have by some freak located themselves 
at some unthought-of spot a considerable distance 
from the point of entrance. Troublesome wounds 
are often caused by these Spitzgeschoss bullets 
striking a hard object first, such as a stone, before 
entering its victim. The nickel covering strips and 
is distorted into fantastic shapes causing extensive 
wounds erroneously attributed to expanding bul- 
lets. The author thinks that a bullet is better re- 
moved than left in, but no hard and fast rule can 
be adhered to. The size of the skin wound is no 
indication of the damage sustained within. No 
attempt to ascertain the amount of damage done 
should be made by manipulation, by insertion of a 
finger into the wound, or by a probe. X-ray ex- 
amination saves infection, pain, and much misery. 

M. S. HENDERSON. 


Rusca, F.: Experimental Study of the Trau- 
matic Pressure Effect of Explosions ([xperi- 
mentelle Untersuchungen iiber die traumatische 
Druckwirkung der Explosionen). Deutsche Ztschr. /. 
Chir., 1914, cxxxii, 315. By Surg., Gynec. & Obst. 


Rusca discusses cases of injuries in war from ex- 
plosions where there were no external injuries. 
Such injuries are evidently caused by an extreme 
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degree of compression of the surrounding medium, 
air or water, which then injures the body by pres- 
sure or concussion against it. In order to deter- 
mine the nature and extent of such pressure injuries 
he performed a series of experiments on rabbits, 
rats, and fishes. The animals were placed in a half 
enclosed space and explosions produced by means of 
various explosives, care being taken that the 
animals should not be directly wounded. The 
internal organs were then examined microscopically. 
These cases were characterized by the fact that ihere 
were numerous internal lesions without any visible 
external wounds. There was practically no difference 
bet ween the effect of air and water; both acted essen- 
tially like trauma from a blunt instrument. 
Lesions of the central nervous system are often 
observed, but generally they are not fatal. There 
may be brain lesions without any injury of the skull, 
but a previous trephine increases the susceptibility 
of the brain to injury very greatly. Direct lesions 
as well as contusions from contrecoup were observed. 
Perforations of the tympanum and intra- and 
extra-ocular hemorrhages were frequent. Hemor- 
rhages in the thymus, heart, and spleen were also 
often observed. In the liver, kidney, stomach, 
intestine, and diaphragm, in addition to hemor- 
rhage there were sometimes severe lacerations of 
the tissues. The lung being the most sensitive 
organ, in all cases there were hemorrhages of the 
lungs on both sides and sometimes severe laceration 
of the lungs. The greater vulnerability of the lungs 
is due to the fact that they consist of elements that 
vary greatly in compressibility and thickness. This 
also explains the pronounced periarterial and peri- 
bronchial localization of the lung haemorrhages. 


Al 
ty 
os 


The fact that the hemorrhages, which are moderate 
in degree, are almost exclusively around the large, 
deep-lying arteries explains the fact that in human 
beings after compression of the thorax there are 
often no lung symptoms at first, while later post- 
traumatic lung diseases develop. The cases of 
scalping in accidental explosions show that scalping 
can be produced by the current of air alone. In 
many cases the multiple internal injuries are suf- 
ficient to cause death, while in others they were not 
great enough to produce sudden death. — In these 
cases there must have been shock, probably affect- 
ing the important centers of the medulla oblongata. 
A. Goss. 


Hoguet, J. P.: Observations on Military Surgery 
in the Early Weeks of the War. J. Am. M. Ass., 
1914, Ixiii, 2194. By Surg., Gynec. & Obst. 

During the very early weeks of the war many 
rifle wounds were clean. This condition, however, 
has become less frequent as the personal cleanliness 
of the soldiers on the march has become less. 
Shrapnel wounds are of course attended by a 
greater amount of infection, because of the greater 
destruction and bruising of tissues. Saber and 
bayonet wounds are comparatively rare. 

In rifle wounds involving bone, two possibilities 
are present: either the bullet makes a clean per- 
foration of the bone or the bone is completely shat- 
tered. Shrapnel wounds are in general more 
severe than rifle wounds. These wounds are caused 
either by the shrapnel ball or by part of the casing 
of the shell. Wounds of the upper part of the body 
predominate over those of the lower. 

J. H. SkILEs. 
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Essington, U. K.: Cancer of the Uterus; Surgical 
Treatment. Odio St. M.J., 1915, Xi, 109. 
By Surg., Gynec. & Obst. 

The palliative treatment of uterine cancer should 
be more thoroughly understood, for a large pro- 
portion of these cases do not apply to the surgeon 
for relief until they are inoperable. Too little has 
been attempted for the relief of these patients; 
quite often all that is recommended is morphine 
for the pain and douches for the stench. Much 
can be done to prolong the life and mitigate the 
sufferings of these unfortunates by comparatively 
simple measures. 

Palliative surgical measures consist mainly in 
the destruction of the carcinomatous mass with 
the actual cautery and in the employment of zinc 
chloride tamponage following the use of the curette. 

The curative operation should be the most ex- 
tensive and most radical possible without too great 
risk to the patient’s life. The uterus may be 
removed either by the vaginal or abdominal route. 
The vaginal route is easier in fleshy patients, and 
in patients poorly able to stand shock it offers a 
lower mortality. The author employs the combined 
vaginal and abdominal method. The actual cautery 
is used extensively in the vaginal portion of the 
operation. 

The after-treatment is of great importance. ‘The 
deep vaginal tampons are not removed until from 
the fifth to the eighth day, at which time they be- 
come loosened and there is then no danger of severe 
hemorrhage. Usually at the end of ten or eleven 
days the sloughs can be removed with the dressing 
forceps. After the gauze is removed the patient 
should have a mild permanganate douche, care 
being taken that very little force is employed. 

Cancer is greatly on the increase, and the laity 
should be taught something of its real nature and 
how it may, to some extent, be prevented. 

It may be infectious, and every endeavor should 
be used to protect physicians and patients from 
becoming inoculated. Much can be done to re- 
lieve some of the suffering of the incurable cases of 
cancer of the uterus. Curative treatment must be 
surgical and it must be most radical. 

Epwarp L. Cornett. 


Duffy, R.: Uterine Hemorrhage at Puberty. 
N.Orl. M. & S. J., 1915, lxvii, 628. 

By Surg., Gynec., & Obst. 

Uterine hemorrhage, either menorrhagia or 

metorrhagia, or both, is not an uncommon phenom- 

enon of the first years of menstrual history. It is 
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possible for such a hemorrhage to have its origin and 
explanation in some gross pathological change, as 
abortion, infection, or polyp. Bleeding at this age, 
however, in the vast majority of cases, furnishes 
us with no evidence of any especial uterine disease. 
Hemorrhage of this class — the so-called essential 
or functional hemorrhage —is discussed at some 
length. Congestion of the pelvic viscera from con- 
stipation or valvular heart disease and flaccidity 
of the uterine muscle are mentioned as probable 
causes of this condition in certain cases. Duffy 
is of the opinion that the thyroid gland bears an 
important relation in the production of these func- 
tional hamorrhages and quotes Hertogue of Antwerp 
as follows: ‘‘When the thyroid is normally active, 
the menses are normal; when weak, menorrhagia 
sets in. The weaker the thyroid the greater the 
loss of blood.’”? Some other causes mentioned are 
hemophilia, leukemia, chlorosis, and_ essential 
anemia. In 55 cases of uterine hemorrhage in 
which the local cause was not determined, Duffy 
states that Sehrt found that 38 cases presented 
signs of marked hypofunction of the thyroid. 

The treatment suggested is divided into (1) lecal 
and (2) general. 

1. In local treatment the curette should not be 
resorted to unless all medical treatment fails or 
unless, because of very profuse haemorrhage, it 
becomes necessary to pack the uterus. 

2. The author is of the opinion that the treat 
ment of this condition is primarily medical and ad- 
vises the following plan of treatment: calcium 
chloride in large doses — 80 grains a day; blood 
serum (either horse or human) 15 ccm. to 30 ccm. 
every other day hypodermatically; or the use of 
thyroid or pituitary extract. 

Wittram D. PHiviips. 


Reynolds, E.: The Principles Underlying the Suc- 
cessful Treatment of Sterility in Women. 1/«.- 
Surg. J. Tropics, 1914, xiii, 249. 

By Surg., Gynec. & Chst. 

The author finds that most sterilities are pro- 
duced by minor variations from the normal which 
are not recognized as such. Sterility may be due 
to the following causes: 

1. To the persistence of underdeveloped or 
infantile organs. 

2. To altered conditions in the secretions of the 
genital tract. 

3. To failures of ovulation. 

Grave failures of the first class are practically 
hopeless. Sterility due to altered secretions repre- 
sents the unfavorable influence on the spermatozoa 
by secretions coming from the mucous membranes 
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of the genital tract. These changes may be so 
slight as to attract no attention. It must be re- 
membered that the spermatozoa head away from 
an acid and toward an alkaline medium. Con- 
strictions of the genital canal may lead to a retention 
of the secretions with consequent inspissation to a 
degree which prevents the spermatozoa from making 
effective progress,or the outward flow of the secretions 
may be so rapid as to prevent the passage of the 
spermatozoa past the constricted point. Stasis 
and infection may alter the secretions after they 
have been poured out. These various changes 
produce sterility without ill health. 

Failures of ovulation are represented either by 
persistent corpus luteum or by distention of the 
ovary by retention cysts with thickening of the 
capsule. The presence of a persistent corpus 
luteum in the ovary inhibits pregnancy; hence 
removal of this body is generally followed by the 
prompt appearance of pregnancy. 

Distention of the ovary by retention cysts means 
that their ova have not been expelled. This, 
with a thickened capsule, prevents the expulsion 
of other ova. Removal of the retention cysts is 
rarely followed by a recurrence of the same 
cystic condition. 

Among the causes of hostile secretions are hy- 
peracidity produced by the use of too much table 
salt with the food or by other forms of general 
acidosis. Such a state demands general medical 
treatment. The presence of bacteria in the vaginal 
secretions may produce purulence and hyperacidity. 
This condition is cured by most thorough disin- 
fection. 

While many of the minor cervical alterations 
can be corrected by minor treatment, in many of 
them larger measures are needed to secure perfect 
drainage from the uterus and consequently from the 
tubes. 

Curettage and disinfection of the cervix must 
be so thorough as to produce absolutely normal 
cervical secretions. If the change in the secretions 
has extended above the cervix, the uterine cavity 
must also be curetted. 

The author notes that the uterine orifice of the 
tube has such a small lumen that very slight changes 
in this region may be responsible for sterility. He 
notes that congestion of the tube without apparent 
inflammation is extremely common. In fact, 
persistent copora lutea are in the majority of sterile 
cases associated with imperfect drainage from the 
uterus, probably asa result of consequent congestion. 
In many cases he advises obtaining proper uterine 
drainage by a suitable discission of the posterior 
lip and division of the anterior attachments of the 
cervix. 

In conclusion, he states that great care is neces- 
sary to decide whether to advise the minor plastic 
operation only and to hold the conservative work 
on the ovary or tubes and ovaries in reserve for 
possible future use, or to advise complete repair at 
one sitting. S. W. BANDLER. 
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Herrmann, E.: An Active Substance in the Ovaries 
and Placenta (Uber eine wirksame Substanz im 
Eierstocke und in der Placenta). Monatschr. f. 
Geburish. u. Gyndk., 1915, xli, 1. 

By Surg., Gynec. & Obst. 

Herrmann reviews the work of other authors in 
preparing extracts from the ovaries and placenta, 
and describes in detail his method of obtaining in 
pure form from these organs an active principle 
that is a chemical entity. He separated the corpus 
luteum from the other constituents of the ovary, 
so that it is purely a corpus luteum substance. The 
substances from the corpus luteum and the placenta 
are identical, but a placenta contains a greater 
amount of it than a corpus luteum. It is a yellow 
oil that may be solidified by cold, but otherwise 
remains a thick fluid. It turns brown in the air 
from oxidation; it is a cholesterin derivative soluble 
in alcohol, ether, acetone, and benzol, but not sol- 
uble in water. 

The animal experiments in which he tested the 
action of the substance are described. In the course 
of preparing the substance, before it was obtained 
in a pure form, it had various injurious effects on the 
animals, but after it was obtained in a pure form 
it had no bad effect whatever. It had a very power- 
ful effect in stimulating the growth and develop- 
ment of the sexual organs. Young animais 8 weeks 
old after five days’ injections showed the sexual 
development of animals 25 to 30 weeks old When 
the injections were continued, changes similar to 
those of early pregnancy took place. The mammary 
glands of both male and female animals were power- 
fully developed. The substance also contributes to 
the development of secondary sexual characteristics. 
Its action proves that the development of the mam- 
mary gland is dependent on the secretion of the 
corpus luteum and placenta. 

Macroscopic changes in genital organs after 
injections are shown by colored plates; the micro- 
scopic changes are also shown by figures. A bibliog- 
raphy of 60 titles completes the article. A. Goss. 


Sanes, K. I.: Torsion of Ovarian Cysts; Report 
of Cases. Am. J. Obst., N. Y., 1915, Ixxi, 76. 

By Surg., Gynec. & Obst. 

The author states that in 51 operations for ovarian 
cysts he had 9 cases of torsion, or 17 per cent. He 
quotes the statistics of Schauta, who found torsion 
of an ovarian cyst in 23 per cent, and Hoffman in 
9 per cent; Pfannenstiel, while reporting an average 
of 20 per cent, called attention to the wide variation 
of statistics from the 47 per cent in Kiistner’s 
clinic to 5 per cent in Martin’s, and explained this 
variation by the different degree of readiness with 
which patients apply for operative relief from un- 
complicated ovarian cysts. Of 31 cases in which 
the number of births were specified, 17 were mul- 
tipare, 8 nullipare, and 6 primipare. The most 
common age was between 20 and 4o; the youngest 
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found in the literature was 2 years old and the oldest 
67. Torsion was found to occur more frequently 
on the right side, the proportion being 3 to 2. 

The operative prognosis is generally good. ‘There 
were no deaths in the author’s series, and of the four 
deaths he found reported in the literature one was 
due to acute nephritis, one to yellow atrophy, 
one to perforation of the sigmoid caught in the 
twist, and one to sepsis. C. H. Davis. 


Falco, A.: Solid Teratoma of the Ovary (Sul tera- 
toma solido dell’ ovaio). Ann. di ostet. e ginec., 
TQ14, XXXVI, 397. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The operation is described in a case of teratoma 
of the left ovary in a 16-year-old girl. Four months 
later a second laparotomy was done for the recur- 
rence of the tumor and implantation in the parietal 
peritoneum, followed by death. At autopsy there 
was a careful examination of the organs. 

After a review of previous literature the author 
concludes that solid teratomata of the ovaries are 
to be regarded clinically as malignant tumors, 
even if the histological findings do not so show it. 
Diagnosis is almost always impossible, as there are 
no characteristic symptoms. ‘Treatment is opera- 
tive removal. No cases of spontaneous recovery 
are known. Both the solid and cystic types probably 
originate from displacement and further develop- 
ment of the blastomeres of a twin embryo. 

KLEIN. 


Storer, M.: Ovarian Transplantation; Report of a 
Case of Implantation into the Uterus with 
Resulting Pregnancy. Boston M. & S. J., 1915, 
clxxii, 41. By Surg., Gynec. & Obst. 

The author reports a case in which he transplant- 
ed a portion of ovary into the uterus by bisecting a 
tubal stump; the portion of ovary with some of its 
original blood supply retained was then placed in 
the cut in the uterine wall and lightly anchored in 
place with fine catgut in such a way that most of 
its cortex projected into the uterine cavity. The 
uterine wall was then brought together over it with 
deep and superficial layers of catgut. This was 
followed by pregnancy sixteen months afterward. 
Everything progressed as in a normal pregnancy 
for about three and one-half months, when the pa- 
tient passed some blood, a mass of detritus, and the 
uterus began to decrease in size. In view of the 
symptoms and conditions present, he states that it 
is fair to infer that this was an abortion of an early 
pregnancy, retained for some time after the death of 
the foetus. 

Storer carefully reviews the opinions and results 
of various investigators along this line and states 
that although the majority of them differ as to the 
final benefit to the patient, he believes there is one 
indication for ovarian transplantation which seems 
justifiable, that is when the operation is done with 
the hope of pregnancy ensuing. 

WitiiamM D. PHILLIPS 


Tschernischoff, A.: Transplantation of Ovaries, 
Especially in Mammals; a Study of the Ques- 
tion of Transplantation Immunity (Die Eier- 
stocksiiberpflanzung, speziell bei Siiugetieren; ein 
Beitrag zur Frage der Transplantationsimmunitit). 
Beitr. z. path. Anat. u. s. allg. Path., 1914, lix, 162. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


In order to positively determine the question of 
the significance of the ovary, we must first settle 
that of internal secretion. So far it has been deter- 
mined experimentally that the most important 
internal secretory component is the interstitial 
gland. The corpus luteum is of importance only 
in menstruation and pregnancy. This fact is of 
vital importance in deciding therapeutic measures 
for so-called symptoms of the menopause, for which 
a threefold treatment may be used: viz., (1) prophy- 
lactic maintenance of function and autoplastic 
implantation of normal ovarian substance in the 
body of the patient operated upon; (2) administra- 
tion of ovarian preparations; and (3) homoplastic 
transplantation of ovaries. In the last-named 
method the ovary is removed either totally or 
partially; that is, leaving a pedicle, and is trans- 
planted to another place in the same or another 
individual. 

The author distinguishes four kinds of ovarian 
transplantation: (1) autoplastic, (2) homoplastic, 
(3) heteroplastic, and (4) transplantation to males. 

He gives a detailed description of the technique 
and finds that in autoplastic transplantation of the 
ovary in sexually mature rabbits the transplanted 
ovaries take in their new location and fulfill their 
varied functions for a long time. Homoplastic 
transplantation was performed on twelve rabbits 
and showed that the transplanted ovary may take 
and function for awhile but for a much shorter time 
than in autoplastic transplantation. Preceding 
treatment of the animal to which the ovary was 
transplanted, with tissue of the same or a different 
species had an injurious effect on the organ when 
transplanted. Preceding treatment of the animal 
from which the ovary was taken produced an effect 
midway between simple transplantation and that 
in which the other animal was previously treated. 
In all three kinds of homoplastic operation there 
was 2 complete regeneration of a greater or lesser 
part of the interstitial cells. 

With reference to heteroplastic transplantation, 
the author finds, from the work of other authors. 
that the ovaries do not become an organic part of 
the body of the new host but are completely ab- 
sorbed. The ovaries transplanted to males may 
take and perform their function for four or five 
months, when they undergo complete absorption. 

A peculiar group in the ovarian plastic operations 
is the implantation of very young ovaries into young 
animals that have previously been castrated 
(Steinach). 

Since animal experiments have shown that the 
interstitial cells have not only a protective but 
also a morphogenetic influence on the body, and 
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that this part of the ovary is preserved the longest 
in transplantation, especially in auto- and homo- 
plastic transplantation, the author comes to the 
conclusion that in selected cases ovarian transplan- 
tion in women is justified. TORGGLER. 


Watjen, J.: The Histology of Purulent Salpingitis 
and Its Relation to Etiology (Uber die Histologie 
der eitrigen_ Salpingitis und ihre Beziehung zur 
Frage der Atiologic). Beitr. z. path. Anat. u. s. 
allg. Path., 1914, lix, 418. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


After considerable work on this subject in con- 
junction with Schlimpert, the author decides, with 
some limitations, that there is a characteristic 
histology for the different forms of purulent sal- 
pingitis, depending on their etiology. Unlike other 
authors, especially Amersbach, Witjen observed, 
after dilatation of the cervix with laminaria tents, 
severe degrees of inflammation with pronounced 
lymphangitis and phlegmonous inflammation of 
the wall of the tube. One characteristic indication 
of inflammation caused by laminaria is hamor- 
rhage. 

Tuberculous diseases of the tube can generally be 
recognized by their typical tissue changes; only in 
very recent cases are they apt to be confused with 
other acute forms of salpingitis. Plasma-cells 
appear in the tissue of the tube in tuberculous dis- 
eases. Wiatjen found an acute endosalpingitis 
following acute appendicitis and an old endosal- 
pingitis which was very probably due to a preceding 
severe appendicitis. The peculiar condition of the 
lymphocytes and plasma-cells distinguishes acute 
gonorrhoeal tubal catarrhs, so that if a gonorrhoeal 
infection is probable from the clinical signs the 
diagnosis can be made from the histological picture, 
even without demonstrating gonococci. Since, 
however, streptococci may produce similar changes 
in subacute and in chronic cases, Witjen points 
out here, as in his earlier studies on ovarian ab- 
scesses, the importance of the difference in the 
composition of the pus and gives an accurate 
clinical study of the individual case. He thinks 
that the points indicated by Schridde for the 
diagnosis of gonorrhoea are too limited; he also 
disagrees with Miller’s opinion that when all other 
signs of differential diagnosis for gonorrhoea are 
lacking diagnosis can be made from the com- 
position of the gonorrhoeal pus. WEISHAUPT. 


Chavannaz and Loubat: Subperitoneal Hzmato- 
cele in the Broad Ligament (Hématocéle sous- 
péritonéale developpée dans l’epaisseur du ligament 
large). Bull. Soc. d’obst. ct de gynéc., Par., 1914, 
ll, 428. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The patient, a 24-year-old woman, missed her 

December period. Since the second of December 

she had had a discharge of blood and had pain in 

the right lower part of the abdomen, but after 
the eighth of January the hemorrhages almost en- 
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tirely disappeared, but the pain persisted. When 
admitted to the hospital, on February 17th, her tem- 
perature was 37.70, pulse 100, skin pale. To the 
side of and behind the large uterus a fluctuating 
tumor could be felt. On November 18th there was 
a severe attack of pain and a decided increase in the 
sizc of the tumor, which could be felt almost up to 
the umbilicus. The pulse was rapid and there was 
increasing anemia. On the next day laparotomy 
was performed. In the right ligament, just above 
the right ovary, a hematoma was found as large 
as achild’s head. The tube, which was considerably 
thickened, was enclosed in the hamatoma; it was 
opened and drained. The patient had _ icterus 
after the operation. The temperature was sub- 
febrile. In the ovary there was a large corpus 
luteum. In the tube no chorioplacental clements 
were found, not even microscopically. 

The pathogenesis of the case is not clear. ‘There 
is no reason for assuming the origin of the hamato- 
ma from rupture of veins in the broad ligament. 
Ovarian hemorrhages are always intraperitoneal. 
The pathogenesis suggests somewhat a hematosal- 
pinx or a hemorrhagic salpingitis. A tubular 
pregnancy seems more probable. BENTHIN. 


Crosthwait, W. L.: Varicocele of the Broad Liga- 
ment. Texas M. News, 1915, xxiv, 290. 
By Surg., Gynec. & Obst. 

The following is a fairly illustrative case: A 
woman, 30 years of ag¢é, complained of constant 
backache, dull burning pain in both iliac regions, 
worse in the left, aggravated when on her feet and 
often extending upward toward the kidneys. She 
Was very nervous and irritable, and was troubled 
with constipation. On examination the uterus was 
found to be prolapsed and retroverted. ‘The cervix 
was elongated and had a stenosed os, the left 
ovary was prolapsed and enlarged, and a slight 
mass was present in the broad ligament. 

At operation the left ovary was resected and the 
uterus brought up and suspended by use of the 
round ligaments. Recovery was uneventful. 

A mass of varicosed veins the size of a small 
pecan was observed in the fold of the broad liga- 
ment on the left side, also a smaller mass on the right. 
The advisability of removing them was discussed; 
but as the condition was thought to be due to ob- 
struction of the pampiniform plexus, owing to the 
malposition of the uterus, it was reasoned that the 
condition would disappear or correct itself when 
the uterus was replaced and maintained so. 

The patient did not improve and within the next 
few months was as bad if not worse than ever. In 
fact a year later she was a chronic invalid. 

Two years later at operation the uterus was 
found in the same position as at the previous opera- 
tion and the round ligaments had degenerated into 
mere cords. The greatly dilated plexus of veins 
in the left broad ligament was removed entire and 
the larger ones ligated and resected in the right side. 
The uterus was suspended by anterior plication of 
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the broad ligaments, the round ligament also being 
utilized by plication and anchored in the midline 
of the fundus anteriorly. 

The patient has been entirely well since the 
operation. On examination two years later the 
uterus was found to be in a normal position. 

Epwarp L. Cornett. 


EXTERNAL GENITALIA 


Fabricius, J.: Primary Carcinoma of Bartholin’s 
Gland (Uber ein primires Carcinom der Bartholin- 
ischen Driise). MWonatschr. f. Geburish. u. Gynak., 
1914, xl, 69. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The patient was a 45-year-old woman with car- 
cinoma of Bartholin’s gland on the left side. Radical 
operation with removal of the adjacent segment of 
the rectum was followed by recovery with rectal 
fistula. Later, operation was performed for the 
fistula, then one on the inguinal glands, then one 
for recurrent tumor in the vaginal scar, and still 
later another one on the inguinal glands. Finally 
there were metastases in the bone and the patient 
died five years after the first operation. BAUER. 


Grieve, J. M.: Leucorrhoea, with Special Reference 
to Treatment by Vaccines and Ionization. 
South African M. Rec., 1914, xii, 415. 

By Surg., Gynec. & Obst. 

The author goes into a very general consideration 
of leucorrhoea. He finds the condition frequently 
associated with febrile attacks, with rheumatoid 
arthritis and pyorrhoea alveolaris. He refers to 
cases associated with erosions, mucopurulent dis- 
charge, nabothian follicles, large flabby uterus, 
abnormally broad ligaments. He mentions cases 
in which the uterus was fixed and the fallopian 
tubes enlarged and tender, or affected in the form 
of an acute or chronic abscess occasionally “leaking 
into the uterus.” 

Grieve advises three forms of treatment: 

1. Curettage, followed by repeated irrigations 
on the principle of draining an abscess. 

2. Vaccination which as a rule produces a re- 
action and often improves the condition, but is not 
in itself, in the vast majority of instances, sufficient 
to effect a cure. He places his greatest reliance on 
the method known as ionization. 

3. Inionization various solutions, preferably a zinc 
solution, are introduced into the vagina, kept there by 
a mechanical appliance, and used asa fluid electrode. 
The author states that he has no doubt that the 
fluid enters the tubes in very many cases. The 
current which he uses is of a strength of 50 milli- 
amperes for 15 to 30 minutes. He also uses zinc 
and copper intra-uterine electrodes. With this 
method of ionization vaccines are administered 
at the same time. He finds that after a few treat- 
ments cultures from the uterus are sterile, and that 
the vaccines no longer produce reactions. 
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The author mentions the various forms of bacteria 
which he finds in leucorrhoea and believes that the 
symptoms of anemia and toxemia will disappear 
under the method of treatment which he advocates. 

S. W. BANDLER. 


Pozzi, S.: Mobilization of the Rectum in Perineor- 
rhaphy for Complete Rupture of the Perineum 
(De la mobilisation du rectum dans la perineorraphie 
pour rupture compléte du périnée). Rev. de gynéc., 
Par., 1914, xxii, 360. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Pozzi thinks that the suture of the anterior wall 
of the rectum is unnecessary in his method, which he 
describes as follows: 

A transverse incision of the rectovaginal wall is 
made. Immediately above the border of the vagina 
a small cuff is formed in front of the newly-formed 
anus; two lateral perpendicular incisions complete 
the H-shaped incision. The levator is laid bare, 
as well as the rest of the sphincter ani. The 
anterior wall of the rectum is mobilized until its 
lower edge can easily be brought to the point where 
the new anus is to be formed. Buried sutures 
unite the levator, the deep sutures at first being 
left untied; solitary suture is used for the rest of 
the sphincter; the divided surfaces of the paravaginal 
tissue and the vagina are sutured. Radial suture 
is used for the anterior part of the anus and button 
suture for the newly-formed perineum. If there 
is severe cicatricial contraction of the lower part of 
the rectum, a posterior rectotomy must always be 
performed. After the operation a tube is introduced 
into the intestine and a strip of gauze into the vagina 
which is fastened over the new perineum through 
the deep sutures, which have finally been tied over 
gauze pads. <A permanent catheter is introduced. 
The bowels are kept locked for four days. A strict 
diet is enforced for eight days before and eight days 
after the operation. The fourth day after the opera- 
tion a bowel movement is produced; on the sixth 
day the deep sutures are removed and on the 
twelfth the superficial sutures. 

The author claims priority in this method, the 
essential point in which is the extensive mobiliza- 
tion of the rectum. FRANKENSTEIN. 


MISCELLANEOUS 


Gibbons, R. A.: Some Common Errors in Diag- 
nosis and Treatment in Gynecology. Med. 
Press & Circ., 1915, xcix, 56. 

By Surg., Gynec. & Obst. 

In a concise and clear manner the author discusses 
the most common mistakes usually made in gyne- 
cological work. He is of the opinion that pregnancy 
and extra-uterine pregnancy are frequently confused 
with other conditions. He reports several cases 
illustrating the fact that the absence or presence of 
menstruation does not necessarily indicate the 
presence or absence of pregnancy. In suspicious 




















GYNECOLOGY 


cases, where for some reason or other it is essential 
to make a diagnosis at once, he suggests the use of 
the Abderhalden serum reaction, which he thinks is 
of value in— 

1. The early diagnosis of pregnancy. 

2. The differential diagnosis between fibromyoma 
and pregnancy. 

3. The diagnosis of chorio-epithelioma. 

4. For late puerperal sepsis where it is uncertain 
whether the uterus still contains placental remains. 

This test he thinks is of great value providing 
gestation has advanced sufficiently far for the fer- 
ments to have become elaborated; this may be as 
arly as four, but sometimes not until eight 
weeks. 

Believing that the most common error in diag- 
nosis is frequently made in cases of extra-uterine 
pregnancy, the author mentions some of the most 
important signs and symptoms of this condition. 
There may have been cessation of one or two periods 
with or without the usual accompaniments of early 
pregnancy, but more or less pain on one side is often 
complained of. The cessation may be followed in a 
few weeks by a continuous or intermittent colored 
discharge. In other cases sudden acute pain with 
collapse, followed by rapid and increasing hwemor- 
rhage, is an early sympton. On examination there 
may be found an alteration in the color of the 
vagina, an enlarged uterus, rather larger than a 
two months’ pregnancy, and a swelling at the 
side of or behind the uterus. It is usually stated 
that the discharge of a distinct decidual cast from 
the uterus without evidence of a foetus is a character- 
istic sign of tubal pregnancy. This is as a rule true, 
but it must be remembered that such a structure 
may occasionally be discharged without pregnancy 
being present. WiILiiAmM D. PHiLLips. 


Rohleder, H.: Dyspareunia in Women (Die Dyspar- 
eunia des Weibes). Arch. f. Frauenk. u. Eug., 1014, 


i, Agi. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Dyspareunia, lack of pleasure in coitus in women, 
which occurs in 5 to 10 per cent of all women, must 
not be confused with anesthesia; that is, lack of 
sexual desire and frigidity. Sexual desire originates 
in the ovary, sexual enjoyment in the clitoris. 

The etiological points are: 

1. Defective excitability of the pudendal nerve 
which enervates the clitoris. 

2. Deficient excitability of the genitocerebral 
ganglion, also of the genitospinal ganglion. 

3. Interruption of conduction by tabes, trans- 
verse myelitis, etc. 

Defective excitability of the clitoris is the most 
frequent cause of dyspareunia. It is due to in- 
experience of the woman, to defloration, to partial 
yjaginismus, and to perverse libido. It may also 
be caused by certain forms of impotence in the man, 
premature ejaculation, and by abnormalities in the 
formation of the penis. 

The diagnosis is made—(1) from reports of the 
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man in regard to sexual coldness of ‘his wife and 
from reports of the wife in regard to sexual dis- 
satisfaction of the husband; (2) from immediate 
discharge of the spermatozoa after coitus as a 
result of defective orgasm; and (3) from sterility. 

According to Duncan, 31 per cent of sterile 
women have dyspareunia. 

The results are hypochondria, melancholia, 
hysteroneurasthenia, vaginismus, and sterility. 

Electrical treatment of the clitoris should be used 
rather than the suggestion treatment. 

MULLER-CARIOBA. 


Roulet, A. de: The Occupational Factor in Diseases 
of Women. Med. Rec., 1915, Ixxxvii, 97. 
By Surg., Gynec. & Obst. 


That women do not well endure the strain and 
hardships of industrial occupations is shown by the 
low birth-rate and the high death-rate and the 
frequent subnormalities, both in size and weight, 
which characterize the children of working mothers. 

On account of her more delicate physique, a 
woman is not fitted for work requiring long-contin- 
ued physical endurance. A woman under twenty 
cannot work continuously for ten hours a day in 
the most sanitary shop without serious injury or 
without jeopardizing her chance of future usefulness 
woman. Neither her mind nor her body is 
fully developed, and the long hours, the monotonous 
work, the chronic exhaustion, the often unhygienic 
surroundings, to say nothing of the strain of ex 
istence on insufficient pay, are not conducive to 
physical or moral well-being. Labor-saving ma 
chinery has added to the burdens of the working 
woman, since the machine is now used as a means of 
speeding up production at the expense of the 
worker’s health and strength. 

Certain trades are especially undesirable for 
women, such as those requiring long-continued 
standing, working in a stooping or bent position, 
lifting heavy weights, operating heavy machines, 
violent treadle work, or exposure to extremes of 
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temperature, steam, dust, poisonous dusts and 
vapors, etc. 
Women do not bear well the strain of long- 


continued standing, as is required of sales girls, 
press feeders, and a large proportion of laundry 
and factory workers. Prolonged standing not only 
exhausts the worker, but it places an unnecessary 
strain on the arches of the feet and on the ankle, 
predisposes to curvatures of the spine, and is a 
factor of considerable importance in the develop- 
ment of downward and backward displacements of 
the uterus, of pelvic congestions, and of the various 
menstrual disorders. Varicose veins of the vulva 
and legs are common in young women while varicose 
veins and ulcers are even more common in older 
women. 

In girls from 14 to 20 years old prolonged standing 
and violent treadle work, such as is required in 
operating stamping and perforating presses, foot- 
power printing presses, and certain laundry ma- 
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chines, there is a noticeable effect upon the develop- 
ment of the pelvic bones. At this age the pelvic 
bones are not hard enough to withstand the almost 
constant pressure of continuous standing or the 
impacts of treadle work. Epwarp L. CorNeELL. 


Holden, G. R.: Acute Inflammation of the Pelvic 
Organs. J. Fla. M. Ass., 1914, i, 161. 
By Surg., Gynec. & Obst. 

Two principal types of pelvic infection may be 
recognized: First, the ordinary type which travels 
by continuity along the mucosa. This is the usual 
gonorrhoeal type of pelvic inflammation. The 
second is the true pelvic cellulitis, where the infection 
is usually more virulent. It travels through the 
lymphatic channels. 

The treatment of acute pelvic inflammation, 
the author thinks, presents one of the best arguments 
for the existence of the gynecologist as distinct 
from the general surgeon. For example, an acute 
suppurative appendicitis should be operated upon 
at once, while an acute salpingitis should but 
rarely be operated upon. An appendix may oiten 
rupture or become gangrenous, while in a tube which 
is not supplied with terminal arteries the inflam- 
mation may subside and it never becomes gangre- 
nous. The treatment for these acute conditions is 
absolute rest in bed, free catharsis, hot vaginal 
douches, and an ice-coil over the lower abdomen. 
A turpentine enema may be of great service when 
gas is present. Occasionally operation may be 
indicated in the acute stage on account of retained 
secundines or because of an abscess in the pouch 
of Douglas. EUGENE Cary. 


Lippens, A.: A New Method of Treating Coccygo- 
dynia (Un nouveau mode de traitement de la 
coccygodynie): Gaz. de gynéc., Par., 1914, xxix, 177. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In a patient who was referred to him for operation 
for coccygodynia after all other methods had failed, 
the author succeeded by injecting 0.5 ccm. of a 50 
per cent solution of antipyrin in alcohol into the 
third and fourth sacral nerves. He explains the 
result by assuming that the nerve was destroyed to 
a certain extent by the alcohol, so that its sensory 
fibers were rendered incapable of conduction. No 
interference with motility was observed. In milder 
cases it may be sufficient to inject the fourth sacral 
nerve alone. 

In the technique it is to be noted that the point of 
exit of the third sacral nerve is an inch outside the 
crest of the sacrum and an inch below the posterior 
inferior spine of the ilium; that of the fourth sacral 
nerve is a finger’s breadth lower. FRANKENSTEIN. 


Reynolds, E.: The Relation of Gynecological Sur- 
gery to Bad Obstetrics. Therap. Gaz., 1914, 
XXXViii, 837. By Surg., Gynec. & Obst. 

The author holds that the obstetric methods of 
today are at fault for permitting exhaustion by 
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comparatively unrelieved labor, the minor septic 
infections, and the mechanical injuries which so 
often result from labor. If labors are allowed to 
become unduly exhausting, patients almost in- 
variably go through long periods of invalidism or 
depressed health, even though they may seem to 
escape the direct local lesions which invite surgical 
interference. The author notes that such patients, 
when properly cared for in their next pregnancy and 
hurried through labor, not only escape the neuras- 
thenia which followed previous labors, but enter 
upon a new period of greatly improved health. 

Great stress is laid on the fact that many of the 
“chronic tubes’? seen by gynecologists originate 
in obstetric infections which are so slight as to be 
frequently unrecognized at the time of their oc- 
currence. A moderate rise of temperature, with 
perhaps a little pain or tenderness on one side or the 
other, may have been the only symptoms. Such 
infections may mean much to the future health of 
the patient. This accounts for the large number of 
women who are never well after labor because of 
painful menstruations, slight attacks of abdominal 
pain, and tenderness and associated nervousness and 
irritability. The chronic cases of salpingitis are 
not, according to the author, due in the majority 
of instances to gonorrhoea, but are obstetric in 
their origin, and he believes that these can be pre- 
vented by the most modern, thorough aseptic 
method of conducting labor. He believes that a 
certain proportion of chronic infections originate 
through accidental contagion by bacteria intro- 
duced mechanically from the skin of the vulva and 
perineum, which means the colon bacillus and 
other intestinal bacteria. He holds that the condi- 
tions under which labor is conducted render the 
occasional occurrence of infections inevitable. 

The mechanical misfortunes of labor include 
tears and displacements. Every woman who has 
been torn should ‘be examined after the lapse of 
some months, and should be informed as to the 
results of the post-partum repair. Reynolds 
holds that women who go into the change of life 
with their organs in good condition tend to pass 
through that process with little or no disturbance 
of health. Displacements of the uterus of puerperal 
origin are always complicated by subinvolution of 
the uterus; hence patients should not be allowed to 
get up too early. Displacements should be cor- 
rected and involution of the uterus should be 
thoroughly carried out; hence, to permanently 
relieve displacements, active treatment should be 
begun immediately after the termination of preg- 
nancy. He believes that if at this time the uterus 
is held in a normal position until the supports have 
returned to normal contraction and firmness there 
will probably be no subsequent displacement. He 
concludes with the very true statement that many 
communities are served by gynecologists who 
know nothing about obstetrics and by obstetricians 
who know nothing about gynecology. 

S. W. BANDLER. 
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PREGNANCY AND ITS COMPLICATIONS 


Loizeaux, L. S.: Surgical Diagnosis and Treatment 
of Extra-Uterine Pregnancy. J. Am. Inst. Ho- 
mo p., 1915, Vii, 796. By Surg., Gynec. & Obst. 


The author suspects tubal or ruptured ectopic 
abortion in all cases of supposed inevitable or in- 
complete abortion when the collapse and pallor of 
the patient are out of all proportion to the amount 
of blood lost. He believes, in such cases where 
curettage does not give suflicient gestation débris 
to account for the hemorrhage or condition of the 
patient, that they should be looked upon with grave 
suspicion. A very good sign of much blood in the 
cul-de-sac is a subnormal temperature sublingually 
and an elevated temperature rectally. 

There can be no doubt that the physician who 
most often suspects extra-uterine pregnancy in 
unilateral pelvic conditions in women during the 
child-bearing age will make few serious errors in the 
diagnosis of this condition. 

The policy of blaming the danger of ruptured ec- 
topic pregnancy on shock instead of haemorrhage and 
arguing against the risk of superimposing the shock of 
operation upon a patient already in shock —in other 
words, temporizing — is dangerous in two ways: 
(1) it influences the surgeon to consider delay; (2) 
and, most important, it gives the general practition- 
er the idea that he is justified in temporizing until 
a more suitable or convenient time for operation. 

Late operations for extra-uterine cases are prone to 
be followed by slow recoveries and partial invalidism 
by reason of septic conditions, adhesions, and in- 
flammations consequent to infection or organized 
blood-clots and the products of conception. 

It is the author’s firm conviction that a ruptured 
extra-uterine pregnancy should be operated upon 
at the earliest possible moment after the diagnosis 
has been made and proper conditions and _ sur- 
roundings for laparotomy may be secured. ‘This 
conviction is based, in part, upon a series of 15 cases 
personally operated upon without mortality in the 
Flower Hospital as soon as the diagnosis of extra- 
uterine pregnancy was even fairly well established. 
The fact that the patient was in collapse and suffer- 
ing from internal hemorrhage did not warrant as 
much delay as in the cases not so desperate. 

Where a diagnosis of ruptured ectopic pregnancy 
is made or strongly suspected, and it is several 
hours before an operation or proper facilities for 
operating can be secured, the following measures 
are advised: 

1. Do not raise the blood-pressure and increase 
hemorrhage by stimulation. This is not the time 
nor place for strychnine or alcohol. 


2. Do not give active cathartics or 
or hot applications over the abdomen. 

Morphine should be used hypodermatically to 
quiet pain and excitement, combat the shock, and 
act as a gentle stimulant. 

Saline may be used per mouth, per rectum, or 
subcutaneously, but never intravenously until the 
bleeding vessel is controlled. 

The patient should lie in absolute quiet, with the 
foot of the bed slightly elevated. External heat 
should be applied to the extremities and the body, 
with an ice-cap over the lower abdomen. 

The conclusions, briefly stated, are: 

1. Diagnosis is often obscure and should always 
be suspected in unilateral pelvic conditions asso- 
ciated with pain. 

2. The time of operation should be at the earliest 
moment following diagnosis that proper facilities 
and surroundings for laparotomy may be arranged 
for. 

3. The route of attack, except in 
should be by laparotomy. 

4. Sterilization of healthy tubes is not justified. 

5. The removal of unhealthy tubes is justified, 
even though not a menace to health. 

Epwarp L. CoRNELL. 
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Walther, F.: Febrile Abortion with Special Refer- 
ence to Treatment (Uber ficberhafte Abort mit 
spezieller Beriicksichtigung ihrer Therapie). Beitr. 
s. Geburtsh. u. Gynék., 1914, xix, 325. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

A report, with tables, is given of the cases of 
abortion observed at the Strassburg clinic for the 
past five years, with special emphasis on bacteri- 
ology and treatment. There were 834 abortions, 
134 of which were examined _bacteriologically. 
From his results the author does not believe in 
expectant treatment and prefers active treatment 
in all cases in which the tissues around the uterus 
are not plainly involved. In 50 per cent of all 
febrile cases the fever promptly declined after 
the uterus was emptied, 46.2 per cent of these 
after the use of the curette, which is so despised 
by Walther’s opponents. 

At the Strassburg clinic there was great dis- 
appointment with expectant treatment. Too long 
Waiting may have serious consequences, as many 
cases show. If active treatment is used early, the 
results are very favorable. If secondary diseases 
have begun, the mortality is much higher. This 
shows that active treatment as early as possible is 
justified. 

The author comes to the conclusion that it is 
best to empty the uterus as early and as gently as 
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possible, and not to be afraid of the curette, even 
with haemolytic streptococci. To wait for auto- 
immunization (Traugott) is useless, for experience 
has shown that there is no such thing with strepto- 
cocci. EISENBACH. 


Sselitzky: Anterior Vaginal NHysterotomy in 
Artificial and Spontaneous Abortion (Hyster- 
otomia vaginalis anterior bei kiinstlicher und 
spontaner Unterbrechung der Schwangerschait). 
Festschr. f. Prof. Pobedinsky, 1914. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Sselitzky reports 6 cases of vaginal hysterotomy, 
4 times in late abortion and once each in missed 
abortion and hydatidiform mole. He discusses 
the methods of stimulating pains in abortion and 
premature delivery. Metreurysis is not very suc- 
cessful in the early months of pregnancy and is some- 
times dangerous. In a case of spontaneous abor- 
tion in the sixth month metreurysis caused circular 
rupture of the cervix. Laminaria dilatation also 
has its faults; the author once observed separation 
of the cervical mucosa which came out with the 
laminaria. 

Up to the tenth week dilatation with Hegar’s 
dilator followed by curettage is sufficient. In 
later months anterior vaginal hysterotomy ‘is the 
method of choice. It is indicated in diseases which 
demand artificial abortion, such as tuberculosis, 
diseases of the kidneys and heart, pernicious vomit- 
ing and other toxicoses of pregnancy, in pathological 
changes in the cervix, and in cases where the use of 
conservative methods does not further the process 
of delivery. The author does not attempt to settle 
the question of whether anterior vaginal hysterot- 
omy is indicated in septic abortion. JENTTER. 


Plicque, A. F.: Pernicious Vomiting of Pregnancy 
and Its Treatment (Les vomissements incoer- 
cibles de la grossesse et leur traitement). Bull. 
méd., 1914, XXVili, 645. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Pernicious vomiting of pregnancy is a complica- 
tion that is frequently quite dangerous for both 
mother and child. Among 200 cases collected by 
Pinard 80 mothers died, none of whom had had 
abortion performed nor came to the hospital in 
extremis. There were 40 recoveries after spon- 
taneous abortion, 40 after artificial abortion, and 
40 recoveries after the usual methods of treatment. 
The treatment consists in regulation of diet, sug- 
gestion, administration of medicines, and _ treat- 
ment with organic extracts and serum. Artificial 
abortion is a last resort. ENGELHORN. 


Jung, P.: Treatment of Threatening Hamorrhage 
in Pregnancy (Behandlung bedrohlicher Blut- 
ungen in der Schwangerschaft). Deutsche. med. 
Wchnschr, 1914, xl, 880. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Hemorrhages in pregnancy may arise from abor- 
tion, tumors of the cervix, and rupture of varicose 


vessels in the vulva and vagina. As long as there is 
any considerable bleeding from the uterus the 
remnants of the abortion which cause it must be 
removed, even if there is fever. The emptying of 
the uterus should be done with the index-finger, 
but without any scratching with the nails. The 
use of instruments, curettes, or abortion forceps 
is not advisable on account of the danger of hem- 
orrhage. If a myoma is causing the hemorrhage, it 
should be removed if it has a pedicle. The stump of 
the pedicle must be well cared for. If the tumor 
does not have a pedicle, the capsule should be split, 
the tumor enucleated, and the bed carefully sutured. 
The danger of abortion after the operation is 
slight if the uterus is not handled much and a firm 
tampon is not applied. Contractions of the uterus 
should be prevented by suppositories of morphine. 
In operable cases of carcinoma the uterus should be 
extirpated without any regard for the pregnancy. 
Hemorrhage in inoperable carcinoma should be 
controlled by excochleation and cauterization. 
Radium treatment may also be useful in preg- 
nancy to overcome hemorrhage and ichorous dis- 
charge. If varices of an extremity rupture, a lig- 
ature should be placed around them and they should 
be covered with compression bandages; the vessel 
should be laid bare later and double ligation should 
be performed. If varices in the genitals rupture, 
they should be compressed with a sponge; then, if 
possible, ligation should be attempted; if this fails, 
ligation should be done ex masse and compression 
accomplished with a T-bandage. BENTHIN. 


Kubinyi, von: Teratoma of the Ovary and Preg- 
nancy; Laparotomy (Teratoma ovarii neben 
Graviditit; Laparotomie). Zentralbl. f. Gyndk., 
1914, XXXvili, 81o. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

Laparotomy was performed on a 27-year-old 
patient because of a rapidly growing ovarian tumor 
in the second month of pregnancy. The tumor was 

a teratoma of the right ovary and a radical opera- 

tion was performed on account of the malignancy 

of the tumor, although the left ovary appeared 
normal. Microscopically a beginning teratoma 
was demonstrated in the apparently normal ovary. 

Teratomata are extraordinarily malignant, especi- 

ally in producing metastases. RUHEMANN. 


Wolff, P., and Zade, M.: Diagnosis and Prognosis 
of Kidney Changes in Pregnancy (Zur Diagnose 
und Prognose der Nierenverainderungen bei Gravid- 
itiit). Monatschr. f. Geburtsh. u. Gyndk., 1914, xl, 
639. By Surg., Gynec. & Obst. 


Among 3,477 deliveries from 1909 to 1913 there 
were 106 cases of severe disturbance of kidney 
function; that is, about 3 per cent of the cases. 
Fifty-two of the cases were eclampsia, 21 of them 
nephropathia e graviditate—kidney disease arising 
during pregnancy and caused by it — 31 cases 
of chronic nephritis, and 2 that could not be defi- 
nitely classified. 
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The majority of the cases of eclampsia were in 
primipare and a slight majority of the cases of 
nephropathia e graviditate also, but the majority of 
cases of chronic nephritis were in multipare. 

Wolff and Zade conclude that with our present 
methods of examination the different forms of 
kidney disease during pregnancy cannot always be 
differentiated with certainty. During the puerpe- 
rium and later a chronic nephritis may develop 
from a nephropathia e graviditate or from an eclamp- 
sia. 

There is a predisposition to recurrence of ne phro- 
pathia e graviditate in later pregnancies. Albu- 
minuric retinitis is observed in pure nephrop- 
athy and in eclampsia. In chronic nephritis during 
pregnancy albuminuric retinitis has not the bad 
prognosis that it has when occurring outside of 
pregnancy. The retinitis may be caused by 
nephropathy complicating the nephritis, and may 
disappear with the former at the end of pregnancy. 

A. Goss. 


Zoeppritz, B.: Pregnancy and Nephrectomy 
(Schwangerschatt und Nephrektomie). Ziéschr. f. 
urol. Chir., 1914, iii, 48. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author discusses the relation between the 
urinary system and pregnancy in general and be- 
tween diseased urinary organs and pregnancy in 
particular. Based on an enormous collection from 
the literature and 18 cases operated upon and 
observed in Kiimmell’s clinic, he gives an exhausiive 
discussion of the prospects for pregnant women 
who have had nephrectomy performed either before 
or during the pregnancy, and also the outlook for 
the child. He concludes that if the other kidney 
is normal the dangers for neither mother nor child 
are as great as has formerly been held. There is 
no increased predisposition to nephritis in preg- 
nancy and no greater danger of the kidney being 
affected by tuberculosis or other infectious diseases 
after extirpation of a kidney for tuberculosis or 
pyonephrosis if a long enough time has elapsed 
between the nephrectomy and the pregnancy. Also 
after a sufficient length of time and after a careful 
examination the resumption of marital relations 
may be permitted. If a patient who has had 
nephrectomy performed becomes pregnant, she 
should be kept under careful medical observation. 

KNEISE. 


LABOR AND ITS COMPLICATIONS 


Nebesky, O.: Delivery in Contracted Pelvis at the 
Innsbruck Obstetrical Clinic for the Last 
Fifteen Years (Die Geburtsleistung bei engem 
Becken an der’ Innsbrucker — geburtshilflicher 
Klinik in den letzten 15 Jahren). Arch. f. Gyndak., 
1914, Cili, 395. By Surg., Gynec. & Obst. 

During the 15 years from 1899 to 1913, 15,998 
women were delivered at the Innsbruck clinic, of 
whom 1,673, or 10.5 per cent, had contracted pelvis. 


Detailed accounts, with tables, are given of the 
various expectant and operative procedures used, 
with the degree of contraction in the various cases 
and the mortality for mother and child. The 
following conclusions are reached: 

In both premature and full-term deliveries an 
effort should be made to deliver with the head 
presenting. If the size of the pelvis permits the 
delivery of a mature child at all, it is best accom- 
plished with head presentation. The mortality in 
breech presentation is ten times as great as in 
head presentation. 

Prophylactic version should be rejected; in the 
transverse position version should be external and 
by the head. In primipare and contracted pelvis 
of moderate degree expectant treatment is to be 
preferred; 78.1 per cent of the cases were delivered 
spontaneously. 

If the history or pelvic measurements indicate 
that spontaneous delivery is not possible, caesarean 
section is the best operation for both mother and 
child. It should be performed prophylactically; 
that is, either before or immediately after the be- 
ginning of labor pains. It was performed in 21 
cases of the series. 

The transperitoneal cervical incision of the uterus 
is to be preferred. Hf the case is not clean, the 
child should be sacrificed for the sake of the mother. 
fn many such cases high forceps may save the child 
from a mutilating operation. If cwsarean section 
is refused, artificial premature delivery is the next 
choice. 

Spontaneous premature deliveries with children 
weighing from 2,000 to 2,500 gm. do not endanger 
the child at all; hence artificial premature delivery 
is a logical operation. With present methods opera- 
tions on the uterus are more dangerous for the 
mother, because of the possibility of infection, and 
premature delivery more dangerous for the child, 
because its course after induction is often not 
normal. A. Goss. 


Kocks, J.: Prolapse of a Hydrosalpinx Following an 
Attempted Forceps Delivery (Hydrosalpinx, pro- 
labiert durch Zangenversuch). Zentralbl. f. Gynak., 
1914, XXXViii, go2. By Surg., Gynec. & Obst. 

The author reports what appears to be the first 

case of prolapse of a hydrosalpinx following a 

rupture of the vagina incident to an attempted 

forceps delivery. Following the application of 
forceps by a colleague a smooth glistening white 

mass suddenly prolapsed. This mass was about 5 

cm. thick and was mistaken for a prolapsed bowel 

by the attending obstetrician. In consultation, 

Kocks diagnosed the mass, from its narrow ends, 

white glistening surface, and tense walls, a pro- 

lapsed hydrosalpinx, although he had never seen 
one before. As a result of the attempted forceps 

delivery, the mass had entered the vagina through a 

rupture in its wall. The forceps had been removed 

and the head of the child was still in the inlet. 

To verify the diagnosis he incised the wall of the 
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mass and a large quantity of light mucus escaped. 
A few ligatures were used to tie the mass which was 
then extirpated. Forceps were then reapplied and 
the still living child extracted. All this was done 
in the patient’s home with a few drops of chloroform 
as an anesthetic without further exciting the patient 
in the least. Complete recovery resulted. 
L. A. JUHNKE. 


Beach, R. M.: Twilight Sleep. Am. Med., 1915, x, 
37- By Surg., Gynec. & Obst. 


The author takes up the subject in considerable 
detail and cites the following conclusions: 

In the first series of 50 cases at the Jewish Hos- 
pital, Brooklyn, the following results were procured: 
complete amnesia, 84 per cent; partial amnesia, 10 
per cent; partial failures, 6 per cent; and absolute 
failures none. 

Twilight sleep is a reality. By its means 80 to go 
per cent of all women on whom it is used can be 
given a painless labor; it has many advantages to 
the mother, practically no disadvantages to the 
mother, and the foetal mortality is less than that by 
the old method. Also it is a method which requires 
extreme patience on the part of the trained obste- 
trician and a minute attention to detail. Each case 
must be individualized to get good results. Twilight 
sleep does not claim to be a panacea for all women 
in labor, as the great bulk of the women of 
the middle class who are delivered in their private 
homes by the family physician at a moderate fee 
will not be able to demand the attention and detail 
on the part of a trained man to procure this treat- 
ment. However, in hospital practice, under the 
proper surroundings and given intelligently, twilight 
sleep is a scientific reality and will become used more 
and more as a part of the armamentarium of the ex- 
pert obstetrician. Epwarp L. CorNnELt. 


Hellman, A. M.: How Can the General Practitioner 
Use Twilight Sleep? Am. Med., 1915, x, 32. 
By Surg., Gynec. & Obst. 

So far most of the work has been done in hospitals, 
but many men have tried it out, so the author feels 
sure that before long all men doing any considerable 
amount of obstetrical work will feel able to superin- 
tend a “twilight” case. A dark, quiet room is of 
great importance, and the average city hospital is 
the most difficult place of all in which to obtain this. 
He doubts if the dream of some for ‘twilight ’’ hos- 
pitals all over the country can ever come true; even 
then there will be some women who will find it 
necessary to have their confinements take place in 
their homes. The paraphernalia needed consists 
of the usual sterile linen, the usual forceps and other 
instruments that should be on hand at every con- 
finement, a good assistant or specially trained nurse, 
and the doctor always within easy call. 

The author believes that twilight sleep is safe (1) 
in the hands of the specialist and (2) in the hands of 
the general practitioner if he will give the subject 
a little extra study and the patient the necessary 


care. By being thus safely used in the home, as 
well as in the hospital, it certainly should grow to be 
generally used. Epwarp L. CorNeELt. 


Price, N. G.: Side Lights on the Twilight Sleep 
of Gauss. J. VM. Soc. M.J., 1915, xii, 21. 
By Surg., Gynec. & Obst. 

The author describes in detail the physiological 
action of scopolamine and reviews carefully the 
results and opinions from various American and 
European clinics. He states that in 1907 Gauss 
(Krénig’s clinic, Freiburg) reported 1,000 cases with 
excellent results; the following year Krénig reported 
a series of 1,500 cases in which one woman died 
from rupture of the uterus, one child died during 
delivery, and three others died in the first three 
days after delivery. He claimed the mortality under 
scopolamine was less than without its use. On the 
other hand, he states that Hocheisen reported 100 
cases in which the death of one child was directly 
attributable to scopolamine. Following this it was 
not until the recent favorable report of 5,000 cases 
by Gauss that the medical men began to reinvesti- 
gate the virtues of twilight sleep. Among the resu!ts 
in recent administrations are the following: 

Harrar and McPherson in a series of 100 primip- 
are found 66 completely amnesic; 10 had a hazy 
recollection, but were analgesic; 4 were too far ad- 
vanced, and 20 failed to respond altogether. They 
had three stillbirths and 17 forceps deliveries. 

Rongy reports 125 cases, of which 104 had com- 
plete amnesia and analgesia, 9 were analgesic but 
not amnesic, 12 failed to respond, and 15 had forceps 
deliveries. 

Heller reports 150 cases with no stillbirths and no 
post-partum hemorrhages. 

Williams of Johns Hopkins is quoted as saying 
that in two separate series his results were not satis- 
factory, but that he expected to give it a further 
trial next year. 

Prof. Green of Harvard favored morphine narco- 
sis in 1903, but later abandoned it for two reasons: 
viz., (1) it occasionally caused foetal asphyxia; and 
(2) it required too much care for its safe administra- 
tion. 

In a series of 20 cases the author states that his 
results were fairly satisfactory. He states that as an 
analgesic, scopolamine acted more or less markedly 
in every one of the cases. As a somnifacient 16 
cases responded, and as an amnesic only 10 cases 
were completely so; 5 had merely a hazy recollec- 
tion; and 5 remembered all the incidents distinctly. 
Scopolamine acted most favorably on those cases 
which were under its influence no longer than six to 
eight hours. Because of secondary inertia it was 
necessary to resort to forceps in 3 cases, all primip- 
are; in 2 cases an episotomy was done to prevent 
laceration of the perineum. In a nephritic case, a 
primipara, the use of scopolamine was abandoned on 
account of explosive vomiting; this was the only 
case which gave signs of gastric irritation. The baby 
of this parturient died 3 days after delivery with 
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symptoms of subdural hemorrhage, which was most 
likely due to a prolonged second stage. This was 
the only fatality in the series. Witiam D. PHitups. 


Boldt, H. J.: Some Personal Experiences with 
Scopolamine and Morphine Narcosis. Am. 
Med., 1915, X, 35. By Surg., Gynec. & Obst. 

The author briefly reports his impressio.s of the 
use of scopolamine and morphine in general surgery 
and states that as a preliminary narcotic, when con- 
duction anesthesia or local anesthesia are to be 
made use of, he knows of no agent which is more 
desirable. At the same time, he sounds a note of 
warning against its use in instances in which inhala- 
tion anesthesia is to be used. He cites two instances 
of death from respiratory failure, which were, he 
believes, attributable to the use of scopolamine and 
morphine. To utilize this combination similarly to 
morphine and atropine, or morphine alone, pre- 
liminary to the use of ether, as has been done for 
many years, it is advisable to give but one dose 
about half an hour before the intended time of 
operation. He further suggests that the dose be 
from one-eighth to one-sixth of a grain of mor- 
phine with 1/200 to 1/150 of a grain of scopola- 
mine hydrochloride, according to the size of the 
patient. 

He considers this preliminary narcosis is especially 
preferable in neurotic individuals and in patients who 
may have organic disease of the respiratory and cir- 
culatory organs. Epwarp L. CorNeELL. 


Heller, J.: Some Remarks on the Advantage of 
Scopolamine and Morphine in the Manage- 
ment of Labor. Am. Med., 1915, x, 58. 

By Surg., Gynec. & Obst. 

With judicious use and with proper precautions 
the method is safe and free from danger to the life 
and health of the mother or child. The fear of 
asphyxiation of the child, post-partum haemorrhage 
and psychosis in the mother have no foundation, 
and if any of these accidents do occur, it is not 
because of the method, but because the method could 
not prevent them. 

The disadvantages of the method are entirely 
with the accoucheur and not to the mother or child. 
It requires his presence at the bedside from the time 
the treatment is undertaken until the completion 
of labor, not so much because of any danger, but 
to keep the patient evenly under anesthesia on a 
line midway between consciousness and unconscious- 
ness, for if she is allowed to go above that line in 
several instances she will have several so-called 
‘isles of memory,” and will be able to draw a picture 
of her labor in her mind and thus lose the benefit 
of the treatment. 

The contra-indications to the method are: (1) 
primary inertia, (2) expected short labor, (3) a 
marked disproportion between the fortal head and 
the mother’s pelvis, necessitating a major obstet- 
rical operation, (4) placenta praevia or accidental 
hemorrhage, (5) absent or doubtful foetal heart 
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sounds, and (6) active eclamptic convulsions where 
a rapid delivery is deemed advisable. 

The treatment is exceptionally useful in neurotic 
women with a low power of resistance and in sufler- 
ers from heart disease. It is also of service in threat 
ened eclampsia, although it raises the blood-pressure 
slightly. Epwarp L, CorNewt. 


Davis, E. P.: Analgesia and Anzesthesia in Labor. 
Am. J. M. Sc., 1905, cxix, §7. 
By Surg., Gynec. & Obst. 

The author reviews briefly the various methods 
in use for relieving the sensation of pain in labor and 
suggests the following: During the first stage of 
labor thorough emptying of the bowel by hot high 
enema, frequent emptying of the urinary bladder, 
the use of bromides by the mouth, quiet if possible, 
and comfort for the patient, if it can be secured. 
Should these measures fail, and the patient be 
threatened with exhaustion from irritation, morphine 
and atropine should be given hypodermatically. 
During the second stage of labor, when suffering is 
severe and uterine contractions are irregular and 
evidently lessened by suffering, strychnine 1/60 to 
1/30 gr., digitalin 1/50 to 1/100 gr., codeine 14 to 
14 gr. are given together hypodermatically. This 
dose may be repeated in an hour. When expulsion 
is imminent a small quantity of ether is inhaled 
during the pain; at the moment of expulsion ether is 
given freely. 

Davis states that this treatment has given good 
results and is followed by no untoward symptoms on 
the part of the mother or child. He suggests that 
those interested in the subject of spinal analgesia 
will find in Gellhorn’s paper, read before the Ameri- 
can Gynecological Society, an exceptionally clear 
and accurate statement concerning this matter. 
Gellhorn gives as his indications for spinal analgesia 
in gynecological operations any contra-indication 
for inhalation anesthesia, and it is the author's 
opinion that this agrees with conditions present in 
obstetrical practice. Wittiam D. Puivcres. 


Bandler, S. W.: The Use of Pituitary Extract 
in Obstetrical Practice; Some _ Critical 
Observations on Twilight Sleep. Med. Rec., 
1915, Ixxxvil, 55. By Surg., Gynec. & Obst. 

Bandler considers pituitrin one of the most potent 
aids in obstetrics. He calls attention especially to 
its use in the conduct of the average uncomplicated 
case. He administers it to the multipara before 
engagement or dilatation of the cervix, and claims 
to rarely spend more than two hours at the bedside 
of a multipara in labor. After the injection of pi- 
tuitrin, it is risky to leave the patient’s bedside. In 
primipare he regularly uses this drug to complete 

a slow second stage, and has nearly obviated the use 

of forceps thereby. He uses pituitrin to supplement 

the action of the Barnes bag in the induction of 
labor, thus saving the insertion of larger sizes. 

In the post-partum stages he occasionally uses 
pituitrin to hurry involution. He does not consider 
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eclampsia a counterindication to its use. He finds 
it of value in overcoming bladder atony. In cesare- 
an operations the drug is injected as the abdominal 
incision is made. Wiuram H. Cary. 


PUERPERIUM AND ITS COMPLICATIONS 


Spiegel, R.: Puerperal Tetanus (Tetanus puerperalis). 
Arch. f. Gynék., 1914, ciii, 367. 
By Surg., Gynec. & Obst. 

Spiegel reports four cases of his own and collects 
all those published in Europe since 1885 and a part 
of those in America. He gives a table of treatment 
and results in all the 66 cases. In spite of the fact 
that the puerperal uterus is a suitable medium for 
the development of the bacilli, and on account of its 
abundant blood and lymph supply offers favorable 
conditions for the absorption of the toxin, the 
disease is so rare that it is often not correctly 
diagnosed, and the patients die with a diagnosis of 
convulsions from puerperal fever or eclampsia. 

As the disease is caused by a toxin that attacks 
the motor regions of the central nervous system, 
the most rational treatment is high intravenous and 
intralumbar injection of serum, 400 to 100 units at a 
dose, to neutralize the toxin circulating in the body 
and not yet fixed in the nervous system. If no 
serum is available, the progress of the intoxication 
can be limited by blood-letting, followed by lumbar 
puncture and the injection of salt solution. Adre- 
nalin injections are also said to have an inhibitory 
effect on tetanus toxin. 

The place of origin of the toxin must be excluded 
as far as possible by cleansing the wound and by 
douching and curetting the uterus. Seventy per 
cent alcohol is the best fluid for douching, as the 
toxin is precipitated in the alcohol. After the 
curettage and douching the uterus is tamponed with 
an antitoxin tampon. Symptomatic treatment 
should be given for the convulsions, the best method 
being the intraspinal injection of 5 to 10 ccm. of a 
15 per cent solution of magnesium sulphate. 

A. Goss. 


MISCELLANEOUS 


Hiissy, P.: A Simplified Method of Performing 
Abderhalden’s Pregnancy Reaction (Eine Ver- 
einfachung der Schwangerschaftsdiagnose nach 
Abderhalden). Zentralbl. f. Gyndk., 1914, xxxviii, 
897. By Surg., Gynec. & Obst. 

The firm of Hoechst has succeeded in making a 
dried placental albumin put up in small tubes of 

0.5 gm. and 25 gm. to do away with the laborious 

method of preparing the placental albumin. For 

each test one little tube is used. The substance 
has been tested by the author with the ninhydrin 
reaction and has been found satisfactory, cor- 
responding in 28 cases with the original method. 

The only disadvantage found is the fact that the 

fine powder adheres to the dialysis shells and is 

removed with difficulty. To overcome this the 
firm is now making a powder of a coarser grade. 


The advantages are self-evident, and if sufficient 
tests prove the reliability of the substance a more 
general application of the test may be looked for. 

L. A. JUHNKE. 


Labhardt, A.: A Frequent Early Sign of Pregnancy 
(Uber ein hiufiges Friihzeichen der Schwanger- 
schaft). Zentralbl. f. Gyndék., 1914, xxxviii, 1017. 

By Surg., Gynec. & Obst. 


The author describes a sign of pregnancy occur- 
ring as early as the fourth or fifth week, even before 
the livid discoloration of the vagina. It consists 
of a transverse band, livid in color, running from 
one lesser labium to the other in the region just 
below the urethral opening. The author believes 
that it is due to a congestion of numerous small 
vessels running between the bulbi vestibuli on either 
side. These vessels lie directly beneath the mucous 
membrane, and during the hyperemia incident to 
pregnancy are the first to show the congestion. 
Although this is not necessarily due to pregnancy, 
it is, like the livid discoloration of the vagina, an 
early sign which may be of considerable value in 
numerous Cases. L. A. JUHNKE. 


Esch, P.: A New Skin Reaction in Pregnancy; 
Some Remarks on the Work of Engelhorn and 
Wintz (Uber eine neue Hautreaktion in der 
Schwangerschaft; einige Bemerkungen zu der 
Arbeit von Engelhorn und Wintz). Muainchen. med. 
Wchnschr, 1914, Ixi, 1115. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reported similar experiments two 
years ago consisting in intracutaneous injection of 
foetal serum, fluid expressed from the placenta, and 
albumin or globulin precipitated from this. The 
results of these experiments showed at most a 
quantitative difference in the reaction of pregnant 
and non-pregnant individuals. He secured the 
same results with cutaneous vaccination, which he 
thinks is far inferior to the intracutaneous. He 
thinks it remarkable that the “placentin”’ prepared 
by Engelhorn and Wintz cannot be used for intra- 
cutaneous injection, while they got such extraor- 
dinarily favorable results from it by cutaneous 
vaccination. He can only attribute this difference 
in the results to the peculiar methods used by 
Engelhorn and Wintz in preparing the extract of 
placenta, which they have not yet described. 

ALBRECHT. 


Giusti, G.: The Decidual Reaction in the Cervix 
and Adnexa and Pelvic Peritoneum During 
Uterine Pregnancy; Its Mode of Origin (La 
reazione deciduale sul collo dell’ utero, sulgli annessi e 
sul peritoneo pelvico durante la gravidanza uterina 
e suo modo di produzione). Ginecologia, 1914. X, 
693- 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


The decidual reaction is produced by morpho- 
logical elements which are similar to the decidua 
of the body of the normal pregnant uterus and 
which like the latter undergo the same transforma- 
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tion cycle. The reaction is due to the secretion of 
lutein substance, which also stimulates the forma- 
tion of decidual elements outside the mucous mem- 
brane of the uterus, but only at those places which 
are subjected to special stimulation. 

The decidual reaction is observed most frequently 
during the last third of pregnancy; it is entirely 
lacking or occurs only to a slight degree before that 
time. The reaction is most frequent in the cervix, 
more rare in the ovaries and pelvic peritoneum, 
and it is lacking entirely or occurs only rarely in 
the tubes. The elements of the reaction originate 
from the connective tissue of the stroma; origin 
from the perithelium could not be entirely ex- 
cluded. GATTORNO. 


Gentili, A.: The Internal Secretion of the Decidua 
(Uber die innere Sekretion der Decidua). Zen- 
tralbl. f. Gynék., 1914, xxxviii, 1159. 

By Surg., Gynec. & Obst. 

Schottlander is of the opinion that the decidua 
plays an important réle in the formation of protec- 
tive ferments which split up placental albumin. 
In this manner he believes the paradoxical reactions, 
that is, the positive reactions in the non-pregnant, 
can be explained. Many authors have proved that 
decidual changes analogous to those occurring in 
pregnancy occur in the uterine mucosa during the 
antemenstrual phase. If we consider that an 
analogy exists between the antemenstrual state 
and the pregnant state, and if we believe that the 
decidua of pregnancy is the source of fermentative 
activities, then it becomes plausible to believe that 
many paradoxical (positive) results of Abderhalden’s 
reaction must be attributed to the antemenstrual 
period in which these women are. The above- 
mentioned protective ferments would also depend 
upon the various elements of the ovaries during 
their periodical monthly activity or during preg- 
nancy. On the basis of this theory Schottlander 
attributes an important internal secretory function 
to the decidua. He therefore does not attach much 
significance to the theory of Veit and others that the 
production of ferments is due to the migration and 
absorption of chorionic villi elements throughout the 
body. Although he has no proofs he speaks of the 
morphologic similarity of lutein and decidua cells, 
of their similar development, of the renewed secre- 
tory activity of the elements after termination of 
pregnancy, in which the glandular epithelium takes 
on the form of large epithelial lutein cells. 

This corroborates in theory the work of Gentili 
on the internal secretion of the decidua brought out 
some time ago. According to him there is still 
other proof of an internal secretion of the decidua; 
viz., the fact that the decidual change during preg- 
nancy occurs not only at the site of implantation 
but also far away from it, within as well as outside 
of the uterine mucosa. The existence of an inti- 
mate relation between the normal course of preg- 
nancy and the presence of a corpus luteum has not 
been generally accepted, owing to the difference 
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between the clinical and experimental evidence. 
In guinea pigs, however, a destruction of the corpora 
lutea causes an interrupted pregnancy; whereas 
this never or only very rarely is the case in the hu- 
man. The explanation may be that the internal 
secretion of the highly developed decidua may act 
vicariously for that of the corpus luteum; whereas, 
this is impossible in guinea pigs in which there are 
usually multiple corporal lutea and a poorly de- 
veloped decidua. Furthermore, the view in regard 
to the characteristics of the decidua cells is supported 
by the discovery of the *‘glunde endocrine myome- 
friale”” in animals. This has been still further 
corroborated by injections of decidua extracts, 
possessing characteristics and producing actions in 
animals similar to those produced by the usual 
organic extracts. Toxic doses produce a throm- 
bosis intravitally; less than toxic doses increase the 
resistance against poisonous extracts; and, lastly, 
the acutely fatal action of this extract can be in- 
hibited by the addition of an equal quantity of 
homologous serum. Entirely independent of the 
toxic effect of decidua extract there is always a 
marked action upon the blood-pressure, producing 
a sudden drop. Very small, less than toxic, doses 
produce this effect. Corpus luteum extracts pro- 
duce the same phenomena — but with much less 
intensity — which are entirely independent of the 
general toxic action of organic extracts. Decidual 
extracts have a similar action upon the frog’s heart. 
L. A. JUHNKE. 


Zuckmayer, F.: Woman’s Milk During the Early 
Period of Lactation; the Influence on Its 
Composition of Increased Administration of 
Calcium and Phosphoric Acid (Uber die Frauen- 
milch der ersten Lactationszeit und den Einfluss 
einer Kalk- und Phosphorsiurezulage aut ihre Zusam- 
mensetzung). Arch. f. d. ges. Physiol., 1914, 
clviii, 209. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

In order to study more accurately the question of 
whether it is possible to increase the richness in 
calcium of mother’s milk by giving calcium during 

pregnancy or post-partum, Zuckmayer performed a 

series of experiments, giving pregnant and puerperal 

women tricalcol, a colloidal tricalciumphosphate 
casein, with their food and analyzing the milk 
chemically. On examining the milk of 26 women 
for the first ten days of lactation, excluding the first 
day, he found great individual variations in the 
calcium and phosphoric acid content, which cov'd 
not be equalized by giving calcium and phosphoric 
acid after delivery or during the last two months 
of pregnancy. But if given throughout pregnancy 
there was undoubtedly an effect on the milk, in 
contrast with the cases in which they were given 
only after delivery. The average calcium content 
increased about 1o per cent, and the number of 
cases in which the calcium content was more than 

0.4 gr. per kg. was increased about 72 per cent. 

The values for phosphoric acid, nitrogen, and ash 

were also increased. FRANKENSTEIN, 
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Williams, J. W.: Limitations and Possibilities of 
Prenatal Care. J. Am. M. Ass., 1915, Ixiv, 95. 
By Surg., Gynec. & Obst. 

Prenatal care is complicated and _ inextricably 
connected with the work of the obstetric hospital. 
It is not merely a matter of a few visits by a nurse 
to the patient in her own home. It should consist 
in the codrdination of the medical, nursing, and 
social service resources of the hospital and an effort 
to obtain such treatment and supervision for the 
mother as will offer the greatest possible guarantee 
for the safe delivery of a normal child, which can be 
kept healthy by maternal nursing. 

The foundation of the paper is the study of 705 
foetal deaths which occurred in 10,000 consecutive 
admissions to the Obstetrical Department of the 
Johns Hopkins Hospital—6,500 indoor and 3,500 
outdoor cases. In this series all deaths occurring in 
children born between the seventh month of preg- 
nancy, the so-called period of viability, and full- 
term have been included, as well as those occurring 
within the first two weeks after delivery. For con- 
venience, the children were classified as premature 
or mature, according as their weight varied between 
1,500 and 2,500 gm., or exceeded the latter figure. 
Of the 705 deaths 334 were in the former and 371 in 
the latter category. 

These figures are somewhat less than the total 
mortality, as they do not include many children who 
died later. Furthermore, it must be borne in mind 
that they do not necessarily represent the results 
which may be obtained in private practice, but are 
based on the material entering a large general hos- 
pital, which includes many women who had been 
improperly treated at home and were admitted to the 
hospital in desperate straits. 

Moreover, the material differs from that of many 
institutions in that 4,600 of the 10,000 mothers were 
colored, thereby making it possible to compare the 
incidence of certain causes of death in the two races. 
The statistics are of unusual value for two reasons: 
First, that every one of the 10,000 after-births in the 
series has been carefully described and subjected 
to routine microscopic examination—a_ procedure 
which sometimes yields most important information; 
and secondly, that most of the dead babies were 
subjected to autopsy. 

The striking features of the investigation are: 

1. Syphilis is by far the most common etiologic 
factor concerned in the production of death, pre- 
senting an incidence of 26.4 per cent. 

2. Toxemia, including eclampsia, nephritis, and 
occasional rare conditions, which is usually regarded 
as the condition par excellence which can be influ- 
enced by prenatal care, is the cause of only 6.5 per 
cent of the deaths and, consequently, is accountable 
for only one-fourth as many as syphilis. 

3. Notwithstanding most painstaking investiga- 
tion, the cause of death could not be satisfactorily 
explained in 127 cases, or 18 per cent. 

4. The death rate is nearly twice as high in the 
blacks as in the whites, 9.4 and 5.1 per cent respect- 
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ively, and equals or exceeds that of the whites in all 
but three categories: namely, toxemia, deformities, 
and placenta previa. 

Regarding prenatal care in syphilis, the author 
states that mere education in sexual matters can 
do but little good for the class of patients concerned. 
What is necessary is to recognize the disease in the 
mother at the earliest possible moment and then 
subject her to appropriate antisyphilitic treatment 
in the belief that the drug administered to her will 
be transmitted to the child and effect its cure. The 
difficulty lies in making the diagnosis. Not more 
than one-fourth of the women present lesions. In 
the remaining three-fourths the condition is usually 
unsuspected until a dead child is subjected to autop- 
sy or a living child develops symptoms of hereditary 
syphilis. The Wassermann test is out of the ques- 
tion because of its expense. The birth of a dead 
baby should always be regarded with suspicion. 

In dystocia the intelligent application of prenatal 
care in its broadest sense offers great promise of 
better results. Pelvic abnormalities and excessive 
size or abnormal presentation of the child cannot be 
detected or remedied by the most intelligent pre- 
natal nurse. Their recognition will be possible only 
after all women are educated to go to a competent 
obstetrician or to a well-regulated obstetric dispen- 
sary for a preliminary examination one month before 
the expected date of confinement. If abnormalities 
are found, the woman should enter a hospital for 
delivery and the public should be taught to realize 
that safety is to be found only in ideally organized 
obstetric hospitals. Too many sins of omission and 
commission are now covered by the hospital roof, 
and in many the sense of security is illusory, as the 
woman may be treated by short-term assistants, who 
are often less competent than the much-maligned 
practitioner. These women should not be delivered 
in their own homes by a doctor or midwife, or even 
by the outdoor service of the hospital, as their safety 
and that of their babies depends on the expert service 
which can be obtained only in a well-regulated hos- 
pital. 

Prenatal care and instruction offer great possibili- 
ties for the diminution in the number of deaths duc 
to prematurity. In her visits to the homes of 
ignorant and overworked women, the prenatal nurse 
can prevent many premature labors by giving in 
struction in personal hygiene, insisting on rest and 
abstention from excessive work during the later 
months of pregnancy, and, where imperfect nutri- 
tion is manifest, by putting the woman in touch with 
appropriate agencies for relief. 

For some years the prevention of toxamic con- 
ditions has been recognized as one of the main 
functions of prenatal care and has accomplished 
great good. Every practitioner knows how difficult 
it is to induce even intelligent women to send speci- 
mens of urine for examination at regular intervals. 
and that it is practically impossible in the type of 
women who come to the obstetric dispensary. 
Consequently, one of the most important functions 
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of the prenatal nurse is to follow up the patients in 
this regard and, when abnormalities are detected, 
to see that the women enter the hospital for prophy- 
lactic or curative treatment. 

In an obstetric department, such as indicated, the 
prenatal work should be conducted primarily from 
the dispensary, which should serve as the portal 
of entry for all prospective patients, irrespective 
of whether they expect to be treated in the hospital 
or in their own homes. 

The first requisite for such a dispensary is that it 
should have proper quarters, an ideal personnel, 
and adequate financial support. The purely medical 
work should be under the direct supervision of the 
director of the hospital and should be carried out 
by medical men who are sufficiently well trained to 
make a reliable diagnosis. A considerable propor- 
tion of them, at least, should be assistants living in 
the hospital, in order that the work of the indoor and 
outdoor departments may be satisfactorily coér- 
dinated. In addition to the medical assistants, the 
necessary number of nurses should be in attendance 
to care for the ordinary needs of the patients, but 
more important is the requisite number of prenatal 
nurses. These should be graduate nurses with con- 
siderable obstetric experience, who have also had a 
certain amount of training in social service work. 

Patients should be encouraged to go to the dis- 
pensary as early as possible in pregnancy. After 
registration a careful physical examination should 
be made and its results recorded. This should not 
be limited to purely obstetric conditions, but should 
include the entire body, with especial reference to 
syphilis and tuberculosis and the condition of the 
kidneys. At this visit blood should be withdrawn 
for a Wassermann test should anything in the 
physical examination or the previous history of the 
patient indicate its necessity. 

If everything is apparently normal, andthe patient 
desires it, she may be tentatively registered as an 
outdoor patient, to be eventually delivered in her 
own home; otherwise she should be registered as a 
prospective hospital patient. 

In either event she should be instructed to report 
to the dispensary at stated intervals so long as she 
remains well and to bring a specimen of urine at each 
visit. She should also be given a card containing 
concise directions concerning the hygiene of preg- 
nancy and mentioning the important untoward 
symptoms which might supervene. Should such be 
noted, she should report at once. 

At the first visit to the dispensary the prenatal 
nurse should arrange to call on the patient at her 
own home within a week. At this visit she should 
make a social survey of the surroundings and de- 
termine whether the patient is a proper object for 
charitable care. If the surroundings are not suit- 
able, the patient should be persuaded to enter the 
hospital for delivery. The nurse should also amplify 
the printed directions cencerning the hygiene of 
pregnancy and impress the woman with the necessity 
of suckling her baby. 


After this initial visit, an important part of the 
duties of the nurse is to keep track of the patient 
by means of a card index and, in case she does not 
return to the dispensary within one week of the 
appointed time, to visit her again in order to ascer- 
tain why she failed to keep the engagement. 

Every patient should return to the dispensary for 
a final examination one month before the expected 
date of confinement, and the decision as to whether 
she is to be delivered in the hospital or in her own 
home will in great part depend on the findings at 
that time. In the latter event she should be visited 
again by the prenatal nurse in order to ascertain 
whether the necessary arrangements have been 
made for the approaching confinement. Ordinarily, 
further visits will not be necessary until after the 
child is born, but a visit should be made just after 
the student and post-partum nurse cease their 
visits. This is necessary partly to check up the 
work of the euidoor service, but principally to put 
the patient and her baby in touch with the children’s 
clinic with instructions to take the baby to it should 
necessity arise, and on returning to the hospital the 
nurse should register the child at the children’s 
clinic or with the ‘‘milk-fund” nurse, so that it can 
be followed up by the proper agencies. 

In the case of patients entering the hospital for 
delivery, the prenatal nurse’s work usually ceases 
with the visit made one month before delivery, as 
the subsequent supervision will devolve on the nurs- 
ing staff of the hospital. On the day before the dis- 
charge the mother and baby should be taken to 
the children’s clinic for registration, so that the baby 
may be under its supervision for the next year. 

Prenatal care does not necessarily end here, as it 
is necessary to take thought of what may happen in 
future pregnancies, as well as of the preservation of 
the general health of the mother. Consequently, 
when the existence of syphilis is not discovered until 
after the birth of the child, a mechanism should be 
developed which will ensure proper treatment, 
either under the auspices of the obstetric service or 
in some special department of the hospital. To 
bring this about without unnecessarily going into 
details concerning the disease will often require 
great tact and will tax the resources of many nurses. 
Furthermore, when patients are discharged with 
conditions ultimately requiring operative treatment. 
but which could not be undertaken during their 
stay in the lying-in ward, an attempt should be 
made to see that they ultimately return to the ob- 
stetric department or to some other department otf 
the hospital for the necessary operation, both for 
their own sake and for that of their unborn children. 

EDWARD L. CoRNELL. 


Lovegren, E.: Further Blood Findings in Melzna 
Neonatorum (Weitere Blutbefunde bei Melaena 
neonatorum). Jahrb. f. Kinderh., 1914, Ixxix, 708. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


In the first case the bleeding began at the end of 
the second day of life; it was a very severe hem- 
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orrhage, threatening life. After an injection of 
gelatin it stopped. The restoration was com- 
paratively quick in spite of the preceding severe 
collapse. In the second case the bleeding began at 
the end of the third day. It was a relatively mild 
case of melewna. The treatment was expectant; 
the recovery spontaneous. 

The blood findings in the first case showed that 
the coagulation time slowed during the hemorrhage; 
the red blood-cells showed no tendency to rouleau 
formation and showed certain morphological 
changes, such as early thorn-apple forms and 
differences in size. These changes disappeared 
after the retrogression of the symptoms of melena. 
Rouleau formation gradually became normal; 
morphological changes could no longer be seen; the 
coagulation time was shortened. The author is 
inclined to think that the disturbance in coagula- 
tion and the morphological condition of the red 
blood-cells stand in a causal relation to the origin 
and course of the disease. The blood findings in 
the second case showed rapid and good rouleau 
formation; no morphological changes of the red 
cells; coagulation time not slowed. 

Lovegren explains the difference in the two cases 
by saying that the defensive forces of the body were 
weakened in the first case, and were only called 
forth or strengthened by the treatment, while in 
the second case the body had protective forces at its 
disposal at once. These blood findings are in accord 
with the clinical picture of the disease and with the 
pathological-anatomical changes found in it, so 
that they tend to support the hypothesis according 
to which melena neonatorum is caused primarily 
by a change in the coagulation chemistry of the 
blood. These findings may be useful in the future 
in determining the prognosis and treatment of the 
disease. EISENBACH. 
Reinhardt, E.: Contagious Pemphigus Neona- 

torum (Uber Pemphigus neonatorum contagiosus). 
Zischr. f. Geburtsh. u. Gyndk., 1914, \xxvi, 14. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Reinhardt reports 23 cases of pemphigus neona- 
torum which were observed in the course of six 
months. The course in the majority of the cases 
was tolerably benign and the skin affection recov- 
ered spontaneously in a short time, but three 
children died from a general infection through the 
denuded corium. One child with umbilical hernia 
and ectopy of the bladder died later of pneumonia. 
There was a 22 per cent mortality. 
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A detailed description is given of this infectious 
disease, the nature of which is not yet clear; it 
attacks only the newborn, never the mothers or 
adults. The author discusses the pathological 
anatomy, the clinical course of the disease, its 
differentiation from syphilitic pemphigus, the 
question of the exciting cause, which is not yet 
known, the post-mortem findings in the children 
who have died, and the treatment. The best 
treatment is abundant powdering of the vesicles 
and especially the exposed corium with dermatol 
and binding the affected parts of the body with 
Bardeleben’s bismuth bandage for burns. 

MORALLER. 


Holt L. E.and Babbitt E. C.: Institutional Mortality 
of the Newborn. J. Am. M. Ass., 1915, lxiv, 287. 
By Surg., Gynec. & Obst. 


Ten thousand consecutive births at the Sloane 
Hospital for Women in New York form the basis 
of this report. These cases occurred during a period 
of six and one-half years, ending October, 1913. 
They were divided as follows: 


MMM 58 cr o.50 ia or eecs ni dtendsenar'etiws otk 253 
PII Eo 00 ons tcp cnrenaed eed aiaweissdcs 429 
MAUI HEU 5 oo ios os sek ahivisew ae eies vies 9,318 

10,000 


This hospital receives but few waiting women; 
nearly all are admitted after labor has begun. 
Patients are regularly discharged on the fourteenth 
day and complete mortality records are, therefore, 
possible only for this period. In many cases infants 
who were ill, premature, or not thriving were kept 
for a longer time. Some interesting facts regarding 
hospital mortality during a period longer than 
fourteen days are presented in this report. 

The total deaths occurring in the first fourteen 
days were 291, these being 3.1 per cent of infants 
born alive. Of these deaths, 159, or 54.6 per cent, 
occurred in infants born prematurely; 132, or 
45.4 per cent, occurred in infants born at term. 
Prematurity must, therefore, be recorded as the 
largest single factor in infant mortality of this 
period. 

The following tabulation gives the exact time of 
death in premature infants and those born at term: 

Premature Full-term Total 


Died on first day.............. 102 38 140 
Died on second day............ 8 10 18 
Died under one week........... 135 98 233 
Died during second week....... 22 34 56 


Epwarp L. CorNELL. 
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Williams, T. A.: The Syndrome of Adrenal In- 
sufficiency. J. Am. M. Ass., 1914, xiii, 2203. 
By Surg., Gynec. & Obst. 

Williams, on account of the perversion or ahor- 
mone of secretions of ductless glands, covers the 
question of suprarenal insufficiency in cases of so- 
called neurasthenia, in which definite somatic dis- 
turbances are ascertainable; where the pelvic adnexa 
and abdominal viscera are inflamed; where there is 
disordered metabolism with arterial hypertension, 
early cerebrospinal lues of the paresis type, and 
disordered glandular function, especially from the 
thyroid. 

He differentiates hypo-adrenalism from psy- 
chasthenia, melancholia, nosophobia, and hypo- 
chondriasis, yet the line of demarcation is not abrupt- 
ly drawn in his case histories. Cannon is quoted 
as showing that the adrenal vein contains a greatly 
increased amount of glandular secretion following 
fright, with the hypothesis that a prolonged hyper- 
adrenalism will superinduce hypo-adrenalism. 

The pathology in the suprarenal gland is thought 
to be a destruction of the glandular substance or 
cortex. The medullary change should not be especial- 
ly harmful on account of accessory chromaffin- 
body tissue. 

He divides the cases into (1) improved or curable; 
(2) non-improved; (3) fatal. Eight cases are re- 
ported; five were cured or improved, one was not 
improved, and two ended fatally. 

The treatment consisted of psychologic therapy 
with hygienic environment, active out-door exercise, 
two to four grains of adrenal substance twice daily. 

Cases 5 and 6 presented interesting dissimilar 
results from their treatment. The former was 
worrying because of impotency and a six-months’ 
marriage contract confronting him. After treatment 
potency returned which was followed by marriage. 

In Case 6, also, a love affair aggravated the condi- 
tion, which treatment and marriage did not improve. 

In the discussion the claim was made that glan- 
dular products procured from animals castrated 
during their early youth suffered in quality on 
account of the deterioration of the animals, also 
that hormone is never single but poly- or multi- 
glandular. Williams considers that not all endocrin- 
ian disorders are pluriglandular. C. E. BARNETT. 


Freyer, P. J.: The Symptoms and Diagnosis of 
Stone in the Urinary Tract. Practitioner, Lond., 
1914, XCili, 745. 


By Surg., Gynec. & Obst. 


Freyer discusses at length the symptoms of 
calculus in the urinary tract, bringing out a few 
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interesting facts in regard to hemorrhage. He 
makes the following divisions: 

1. If it comes on gradually it is a sign of stone in 
the bladder; when it is sudden or profuse it is not. 

2. In bladder-stone the haemorrhage occurs at 
the end of micturition, the earlier portions of the 
stream being clear. 

3. Exercise increases and rest diminishes hemor- 
rhage from the bladder. 

From Freyer’s paper, the conclusion is drawn 
that there is no pathogenic symptom of calculus 
of the bladder, and that while the symptom-complex 
is perhaps worthy of study, yet the cystoscope 
and a careful examination of the bladder by means 
of it is the only reliable method of studying bladder- 
stone. 

He describes in detail the method of introducing 
and use of the cannula, and how by means of the Bige- 
low aspirator water is alternately forced inte and out 
of the bladder; the stone will thus be drawn up with 
force against the eye of the cannula and a diagnosis 
made in this way. 

If these methods of diagnosis all fail, in some 
cases stone can be found in the trabecule of the 
bladder. 

The question of renal calculus is discussed, and 
the point is emphasized that very small calculi 
produce severe renal colic, while the large ones 
produce a heavy dull aching pain in the side. The 
point is made that frequently stones in the ureter 
elude the X-ray. Freyer says that when the stone 
is implanted in the lower inch or two of the ureter 
it may sometimes be felt by the finger introduced 
into the rectum in the male or into the vagina in 
the female, the fingers of the other hand making 
counterpressure above the pelvis. A. C. Stokes. 


Kelly, H. A., and Lewis, R. M.: Diagnosis of the 
Particular Form of Hydronephrosis Due to 
Movable Kidney. Surg., Gynec. & Obst., 1914, xix, 
6o1. By Surg., Gynec. & Obst. 

Kelly and Lewis report and discuss a case of 

chronic intermittent hydronephorsis due to movable 
kidney. The case is of particular interest, in that 
it is one typical of a class in which exact diagnosis is 
possible. As both history and physical examina- 
tion were unsatisfactory and insufficient to establish 
a diagnosis, the right ureter was catheterized and 
it was soon discovered that the function of the 
kidney on that side was far below normal; only the 
smallest trace of phenolphthalein, previously ad- 
ministered hypodermatically, was excreted in one and 
one-half hours. Eighty cubic centimeters of sterile 
boric acid solution were injected into and recovered 
from the pelvis of the kidney without causing pain. 
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The following day the right ureter was again 
catheterized and ro cubic centimeters of a 5 per cent 
and 50 ccm. of a 1 per cent silver iodide emulsion 
were slowly run in. A radiogram was then taken, 
after which some solution escaped by the catheter 
and some was washed out. 

The radiogram shows the ureter distended with 
the silver iodide emulsion from the tip of the 
catheter up to a point one centimeter below the 
renal pelvis. The large dilated pelvis lies plainly 
outlined above. Between the pelvis and injected 
ureter is an area in which the silver iodide has not 
manifestly lodged. This evidently represents the 
site of the obstruction, which is due, not to the 
presence of a stone, but to a kinking of the ureter 
just below the renal pelvis. 

A diagnosis of chronic intermittent hydrone- 
phrosis was made and the right kidney removed. 

At operation the kidney was found to be enlarged 
to a mere shell. The pelvis was readily exposed, 
and, as expected, a right-angle kink was found in 
the ureter just where it had its origin. The ureter 
itself was adherent to the lower surface of the pelvis 
for a distance of one and one-half centimeters. 
It then bent sharply downward in its normal direc- 
tion. 

The ureteral lumen was opened just below the 
kidney, but none of the contents of the renal pelvis 
escaped until the dense adhesions doubling the 
ureter onto the pelvis were dissected free. A gush 
of watery fluid containing particles of silver iodide 
then followed, and in this way the mechanism of the 
obstructing valve was clearly demonstrated. The 
arrangement of the parts was like that of the 
structures at the internal inguinal ring designed to 
prevent hernia. Here, unfortunately, the valve 
proved itself all too competent and ended by bring- 
ing about the destruction of the kidney. 

Section of the kidney showed but a rim of cortex. 
The hydronephrotic sac contained a considerable 
amount of the injected silver iodide emulsion. 
This is contrary to the usual experience that in the 
injection of the pelves and ureters of actively 
functionating kidneys all traces of the iodide are 
generally removed within forty-eight hours. 


Cunningham, J. H.: Acute Unilateral Hema- 
togenous Infections of the Kidney. J. Am. M. 
Ass., 1915, Ixiv, 231. By Surg., Gynec. & Obst. 


The pathological processes originating in the 
so-called acute unilateral hamatogenous infections 
of the kidney are divided into (1) those with abscess 
formation and (2) diffuse inflammatory processes 
without breaking down of tissue. 

In the first class, a single kidney with multiple 
miliary abscess formations from which malignant 
toxemia results, the organ must be sacrificed in 
order to save the patient’s life. 

In the second class the type of diffuse acute 
unilateral inflammation of the kidney cannot be so 
clearly defined, and must depend upon the course of 
the disease in the individual case. When operation 
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is undertaken in this class, nephrectomy is not the 
only procedure to be employed. Favorable results 
have been obtained by simple decapsulation; by 
puncture of the infected areas, with drainage; by 
splitting the kidney, closing the kidney wound by 
suture ;by decapsulating the organ or by decapsulation 
and drainage of the kidney pelvis, as in the cases of 
this class which he has reported in the original 
article. 

The clinical picture is discussed in detail together 
with the report of a number of cases. I. S. Kort. 


Buerger, L., and Lautman, M.: Concerning Mixed 
Tumors of the Kidney. Am. J. Surg., 1914, 
XXVill, 453. By Surg., Gynec. & Obst. 

Buerger and Lautman give a detailed account of 
the gross and microscopic pathology of a mixed 
tumor of the kidney whose structure throws some 
light on the question of the origin of these growths. 
Characteristic for mixed tumors of the kidney is 
the simultaneous occurrence of two or more vari- 
eties of derivatives of the mesoderm, including 
smooth and striped muscle, cartilage, fat, elastic 
fibers, myxomatous and fibrous connective tissue 
together with the inclusion of certain epithelial 
elements and fat. Many authors have regarded 
these neoplasms as derived from rests of the wolffian 
body, but when we remember that many of the 
tumor elements are not constituents of the wolffian 
body, we are forced to seck elsewhere for a satis- 
factory elucidation of the problem of origin. 

The authors call attention in a review of the 
embryology to the fact that in the foctus certain 
structures, namely, the mesodermic somites and 
the intermediate cell mass, bear a close relation to 
each other. These mesodermal somites consist of 
numerous cells arranged around a central cavity 
which soon disappears. The cells of the somites 
are gradually arranged into three sets, the muscle 
plate, the scleratogenous layer, and the subepithe- 
lial or cutaneous lamella. The cells of the muscle- 
plate layer lose their epithelial-like character and 
give rise to the striped muscle of the body. The 
scleratogenous layer is responsible for many of the 
skeletal tissues, including, of course, the production 
of cartilage. The cutaneous lamella (mesenchyme) 
contains cells that undergo histological differen- 
tiations and are utilized in the formation of the 
cutaneous tissues, the connective tissues, smooth 
muscle, and bone. From the mesenchyme origi- 
nate myxomatous, fibrillar, cartilaginous, osseous 
types of connective tissue, the lymphoid apparatus, 
smooth muscle, and possibly even vessels and blood. 
In the intermediate mass develops the wolffian 
body. Hence in the myotome, in the scleratoge- 
nous layer, in the mesenchyme; and in the inter- 
mediate cell mass are found structures that afford 
the possibility of origin of mixed tumors of the 
kidney. 

In the authors’ case—a tumor which complicated 
a hydronephrotic kidney—only adipose tissue, 
fibrillar connective tissue, smooth muscle, and 























vessels were found, a combination which is unique 
and which still further supports the contention of 
Wilms that the mixed tumors are not derived from 
the wolffian body alone; for in this particular 
specimen only such tissues are included as could be 
derived from the mesenchyme, the intermediate 
mass, or wolffian body, being not at all represented 
in the make-up of the growth. This circumstance 
speaks in favor of the correctness of the assumption 
that the mesodermal somites, with possibly the 
intermediate cell mass, are responsible for the origin 
of mixed tumors, the theory that rests of the 
wolfiian body are wholly engaged being untenable. 


Krotoszyner, M.: Differential Diagnosis of Nephro- 
lithiasis and Renal Tuberculosis by Réntgen- 
ography. J. Am. M. Ass., 1914, lxiii, 2006. 

By Surg., Gynec. & Obst. 


Krotoszyner discusses the differential diagnosis 
of nephrolithiasis and renal tuberculosis on the 
basis of radiography, and reports in this connection 
the following interesting observations: 

1. A case of so-called total tuberculous putty- 
kidney (Kittniere), in which the plate, about 4 
cm. below the huge and very dense kidney-shadow, 
demonstrated an oblong smaller shadow, which 
through its location and difference in density could 
be recognized as a ureteral stone. 

2. A case of scattered calcified tuberculous foci 
looking exactly like stone-shadows, which appeared 
on the right kidney plate of a man of 41, who was 
brought to the hospital in deep uremic coma. 
The operation and post-mortem in this case 
demonstrated marked tuberculosis of both kidneys. 

3. The case of a woman of 44, with a right- 
sided pyuria and intermittent attacks of renal colic, 
in whom cystoscopically an entirely normal bladder 
was found, while apparently typical stone-shadows 
appeared on the plate of the right kidney-region, 
which, at operation, were found to be due to calcified 
tuberculous foci of the kidney on that side. 

Another source of error in the diagnosis may 
arise from the possibility that a shadow seen on 
the plate is cast by an object outside the kidney. 

The author concludes that in the absence of other 
characteristic diagnostic data the correct differ- 
ential diagnosis of renal lithiasis and tuberculosis, 
through radiographic evidence alone, is only fea- 
sible in total putty-kidney, while scattered tuber- 
culous calcified foci are, as a rule, not differentiable 
from calculus shadows. Pyelography may at times 
be a valuable aid in the radiographic diagnosis, 
although, on account of its dangers to the patient, 
it is not destined to become a routine measure. 


King, E. L.: The Necessity of More Careful Study 
of Renal Function Prior to Operation. JN. Orl. 

M. & S. J., 1914, lxvii, 528. 
By Surg., Gynec. & Obst. 


Five cases of death from post-operative suppres- 
sion of urine where ether was used, coming under 
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the personal observation of the writer, have brought 
him to the conclusion that there is a necessity for 
more careful study of renal function prior to opera- 
tion, and he suggests the following various methods: 

1. The study of the nitrogen elimination, and 
of the freezing point of the urine or the blood. 

2. The use of dyes injected intramuscularly or 
intravenously, such as methylene blue, indigo-car- 
min, or phenolsulphonephthalein. 

3. Use of various drugs, such as phloridzin or 
potassium iodide. 

4. Experimental polyuria. 

These are the chief tests, but there are many 
others, and all have their uses and limitations; 
hence Stevens recommends the use of three tests 
simultaneously: viz., the urea, phloridzin, and 
phenolsulphonephthalein used successively at the 
same sitting. Experience has shown that the use 
of one of the tests mentioned will, as a rule, give 
very reliable evidence as to the functional ability 
of the kidneys. Fisher, however, questions this on 
theoretical grounds and Ware thinks that the 
phenolsulphonephthalein test is practically useless. 
A great majority of those who have worked with 
the phenolsulphonephthalein, however, are of the 
opinion that its evidence is reliable and valuable, and 
it is easily applied. The technique of this test is 
simple and the apparatus is inexpensive: a good Luer 
syringe, a few test tubes, one or two, 1,000-ccem. cy] 
inders, a colorimeter, the phenolsuljphonephthalein, 
and some to per cent sodium hydroxide solution. 

The drug is injected, preferably intravenously; 
the time of appearance in the urine is noted, and the 
excretion for the first two hours after this time is 
estimated by the use of the colorimeter. This 
should be from 65 to 75 per cent of the amount 
injected, in a patient with normal kidneys. In 
case there is marked diminution in the amount 
excreted, operation should be deferred, if possible, 
until a more careful study can be made,or some other 
form of anesthesia should be used, not ether. At 
any rate, the surgeon and the patient or his family 
could know the condition beforehand. 

In conclusion King urges that all patients be 
more carefully examined, especially the middle- 
aged or elderly, in order to discover hidden renal 
disease. The blood-pressure and the cardiovascular 
apparatus should be studied. ‘The functional tests 
can be easily applied and should be used in all 
questionable cases. The single urinary examination 
the morning of the operation performed hastily by 
an overworked interne is practically valueless. Even 
though these precautions should be useless in four 
hundred ninety-nine cases, they would probably 
save the five-hundredth. H. A. Moore. 


Pedersen, V. C.: Limitations of Functional Tests of 
the Kidneys. 7r. Am. Urol. Ass., Baltimore, 
1915, April. By Surg., Gynec. & Obst. 


Pedersen emphasizes the general importance, 
especially surgically, of modern functional tests of 
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kidney with insistence on, not the isolation of, one 
or more tests, but the correlation of all recognized 
methods, including polyuria, indigo-carmin, phenol- 
sulphonephthalein, phloridzin, estimation of urea in 
the urine and blood, and possibly the relation of 
blood-pressure observations to the other tests. All 
these must be associated with complete urinalysis 
for physical, chemical, microscopical, and bacteri- 
ological data. 

Each test considered in turn dismisses the polyuria 
method as chiefly of value in securing a correlation 
between the excretion of the water imbibed and 
the dye administered during the same periods of 
time. The quantity of dye excreted in a large flow 
of urine, as is sometimes seen in polyuria tests, 
should be computed on the quantity and not the 
percentage basis, by multiplying the total fluid by 
the percentage of dye present; otherwise misleading 
observations would result in that the better kidney 
would seemingly excrete the largest quantity of 
fluid but the smallest percentage of dye. 

In the phenolsulphonephthalein test the author’s 
method of subdivision is described, by which each 
specimen is divided into equal parts, of which half 
is sent to the laboratory for analysis and half em- 
ployed for determining the percentage of dye ex- 
creted; such readings manifestly are to be multiplied 
by two in correction of the subdivision. Where 
the percentage of dye is seen to be so low that ac- 
curate reading by the ordinary scale is impossible, 
the author’s method of subdilution is used. By 
this method the specimen is raised not to 1,000 
but to a prime factor of 1,000, so as to concentrate 
the color, preferable to a reading between 50 and 
100. Such reading of the scale is, therefore, to be 
divided by the number of times the said prime factor 
is contained into 1,000 in order to bring the reading 
up to the basis of the dilution to 1,000, which is 
standard. The indigo-carmin test is judged as of 
chief value in corroboration of the phenolsul- 
phonephthalein test, in cases in which the latter is 
not strictly available, and in patients in which the 
time of excretion of the dye from each side is a 
matter of importance; but the value of the orange 
color given to acid urine by the phenolsulphone- 
phthalein is pointed out as having great merit in 
the majority of instances. Acidulation of alkaline 
urine with dilute hydrochloric acid followed by 
alkalization with the hydrate of soda or potash will 
avoid the peculiar dirty brick-red color in alkaline 
urine due to the presence of loose ammonium com- 
pounds, and will render it as easy to obtain correct 
readings in alkaline urine as in acid urine. 

The phloridzin test is to be regarded as the least 
reliable because often the better kidney is much 
the less permeable to this substance under the in- 
fluence of the diseased organ, and the technique is 
therefore not a method of choice. The author 
believes that the estimation of urea in the urine and 
blood should be made, not by the determination of 
the freezing points, which requires expensive and 
cumbersome apparatus, but by the application of 
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urease, a glucoside of recent discovery and great 
promise as to accuracy. The chief point to re- 
member is that the amount of urea excreted by 
each organ in a given period of time is much more 
important than the percentage, exactly as in the 
case of dyes, especially in the presence of a polyuria 
test correlated with the other tests, which on the 
mere percentage basis might give misleading re- 
sults. 

Blood-pressure is of value in many cases in that 
it rises with the ingestion of the water and injection 
of the dye and falls in a regular rate with the ex- 
cretion of both if at least one kidney is competent. 
All the foregoing tests lose a large if not the greatest 
part of their value unless all the specimens secured 
are submitted to standard laboratory examination, 
physicially, chemically, microscopically, and bacte- 
riologically; and these in turn must be checked up by 
the examination of twenty-four-hour specimens 
always before and preferably also after the other 
tests, under the influence of rest in bed, free cathar- 
sis, and antinephritic diet in order to eliminate 
extraneous and uncertain factors. Pedersen be- 
lieves that this combined method of thorough inves- 
tigation of the kidney function is the only one which 
will endure the test of time and experience. 


Braasch, W. F., and Thomas, G. J.: The Practical 
Value of Chemical Tests of Renal Function in 
Surgical Conditions of the Urinary Tract. 
J. Am. M. Ass., 1915, Ixiv, 104. 

By Surg., Gynec. & Obst. 


The authors review their use of chemical tests in 
surgical conditions of the kidney in order to form an 
estimate of the practical value of such tests (1) for 
the purpose of determining the efficiency of the 
remaining kidney, (2) for the estimation of renal 
capacity in cases of renal obstruction, and (3) as 
an aid in the diagnosis of doubtful lesions of the 
kidney. Their observations and conclusions are 
based upon their experience with phenolsulphone- 
phthalein, as they consider that it has more virtues 
than other tests of like character and at the same 
time is representative of all the fallacies of chemical 
tests of renal function. 

Of 485 cases at the Mayo Clinic requiring ne- 
phrectomy, 19 died as the result of the operation, 
insufficiency being the cause of death in but one case. 
The authors’ review of necropsy data indicates that 
deaths from renal surgery more often result from 
faulty technique or infection than from insufficiency 
of the remaining kidney. They call attention to the 
fact that when one kidney is badly damaged the 
functional capacity of the other may be reflexly 
low. The fundamental weakness of all functional 
tests when used as prognostic aids is that while 
they may show the functional capacity at the time 
of examination they cannot foretell the capacity 
after operation, and reliance is better placed upon 
careful cystoscopic examination and clinical data 
to determine the efficiency of the remaining kidney. 

The authors have studied 168 cases of urinary 
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obstruction, in which repeated tests would seem to 
indicate that an arbitrary operative danger line of 
20 per cent output, as mentioned by many writers, 
cannot be laid down. They cite 11 operated 
patients with an output of less than that amount 
with only one death, that being due to cardiac 
insufficiency. On the other hand, they report 2 
cases having an output of 75 per cent, whose deaths 
were evidently due to kidney insufficiency. They 
conclude that the clinical evidence of renal insuf- 
ficiency after the usual course of pre-operative 
treatment is of greater importance than the func- 
tional test and should determine the advisability 
of prostatectomy. In proof of this a series of 97 
prostatectomies without a death is cited. 

They think the greatest value of the functional 
test is its aid in the diagnosis of renal and ureteral 
lesions, as renal stone, ureteral stone, hydrone- 
phrosis, renal tumors, renal tuberculosis, renal 
infection, bilateral cystic kidney, essential hzema- 
turia, and atrophic kidney. 

Usually the output is low in cases of renal stone, 
but they cite cases with a good amount of good 
tissue which have shown a low output, the same 
cases having a practically normal output after the 
removal of the stone. 

They have found the test of value in estimating 
the comparative degree of renal destruction in 
bilateral nephrolithiasis, but in one case of bilateral 
stone the secretion was the same from both sides; 
nephrectomy was found necessary because of the 
marked destruction of one kidney. In cases of 
bilateral stone showing a low combined output in 
two hours the advisability of operation is doubtful. 

In ureteral stone equal function does not always 
exclude the possibility of stone in the ureter; 
diminution of secretion is of particular value in 
only a small percentage of cases. 

In hydronephrosis of considerable size they find a 
marked diminution; but in the small hydronephrot- 
ics in whom the functional test might be of diagnos- 
tic value there is but little difference in secretion. 

In cases of renal tumor the classical symptoms of 
blood, pain, and tumor usually suffice for diagnosis; 
in the absence of bleeding, marked diminution from 
one side suggests intrarenal lesion. In 29 cases 
examined, diminution was found in but 9. Infected 
neoplasms show a greater diminution, but in these 
cases cystoscopic evidence should be the basis for 
diagnosis. 

In 14 cases of essential hematuria no diminution 
of function was found. Diminution on the offend- 
ing side would indicate a surgical condition. 

The authors think the functional test not infre- 
quently applicable to the following conditions: (1) 
renal tuberculosis with hamorrhage and without 
other clinical or cystoscopic evidence; (2) renal 
neoplasms which cause no recognizable tumor; 
(3) renal stone with negative réntgen-ray findings; 
(4) chronic pyelonephritis; but any of these con- 
ditions may be present without marked diminution 
of function. 
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Diagnosis could be made from clinical evidence 
in every case of atrophic kidney. Except where 
diminution is very marked, the chemical test is not 
of diagnostic value in cases of renal infection. 
Cases of this kind with marked signs of insufficiency 
have been known to show no diminution of func- 
tion. The test is of great importance in cases of 
early renal tuberculosis with marked comparative 
diminution. The authors have observed cases of 
bilateral tuberculosis with high output in two hours, 
but have noted several cases of unilateral infection 
with a combined output of only 25 per cent. They 
do not find it of value in estimating which of two 
tuberculous kidneys is the more infected. In their 
experience, if cystoscopy fails to determine from 
the urine secreted which kidney is largely destroyed, 
operation is contra-indicated. The authors cite 
a few cases of perinephritic abscess, in two of which 
the functional test isolated the diseased kidney; in 
one there was no diminution in a kidney badly 
diseased. In polycystic kidney diminution occurs 
only when there is considerable destruction of 
tissue. In 7 cases, only 2 showed an output of less 
than 4o per cent. They found the test of value in 
comparative estimation of the two kidneys. 

The authors conclude by saying: ‘‘We should 
like to emphasize that it is not our purpose to be- 
little Geraghty and Rowntree in their thoroughly 
scientific efforts to establish a chemical estimate of 
renal function. The phenolsulphonephthalein test, 
because of its ezse of application and rapidity of 
secretion, remains as probably the best functional 
test at our command. Nor is it our purpose to 
detract from the value of a careful examination of 
the character of ureteral secretion in surgical con- 
ditions of the upper urinary tract. It is our con- 
tention, however, that the fundamental surgical 
principles and clinical data should determine 
whether or not an operation is indicated, and that 
renal functional tests are of practical value largely 
as an aid to differential diagnosis and only toa 
limited degree as a prognostic aid.” 


Thayer, W. S., and Snowden, R. R.: A Comparison 
of the Results of the Phenolsulphonephthalein 
Test of Renal Function with the Anatomical 
Changes Observed in the Kidneys at Necropsy. 
Am. J. M. Sc., 1914, exlviii, 681. 

By Surg., Gynec. & Obst. 

As a result of a very careful analysis of a consider- 
able number of cases in which it was possible to 
compare the results of the phenolsulphonephthalein 
functional kidney test with the actual morbid 
changes present in the kidneys the authors con- 
clude that the test is of considerable diagnostic and 

prognostic value. In not a single instance did 

they meet with a case with a good phthalein 

elimination in the presence of severe chronic cases 
of nephritis. 

Their cases are grouped under the heads of ad- 
vanced chronic nephritis, chronic nephritis of 
moderate extent, severe acute nephritis, amyloid 
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kidney, hypernephroma, and chronic passive con- 
gestion, and in all these classes it was found that 
there was a marked decrease in the phthalein out- 
put, which in most cases was progressive and pro- 
portionate to the severity of the lesions. Of these 
types of cases the first seemed to give the most 
marked and uniform reduction in elimination; 
yet even in these, absolute values could not be 
placed on the results of the test, as instanced by the 
fact that 7 days before death one patient in this 
class had an output of 18 per cent, while another 
72 and 62 days before death is credited with an 
immeasurable trace. 

In cases of chronic nephritis of moderate extent, 
even when death was imminent, there was a much 
smaller reduction in the output, and the test seemed 
to be of less prognostic value. The three cases in 
which tests were made in closest proximity to 
the time of death, namely, 1,9, and 12 days, gave 
percentages of 16, 39.5, and 42 respectively. In 
chronic passive congestion the prognostic signifi- 
cance appeared to be less than in true nephritis, 
though there was usually some reduction in the 
output. S. W. MoorHeap. 


R. R.: Decapsulation of the Kidney. 
. Mt. J., 1985, cl, 70. 
By Surg., Gynec. & Obst. 


Hug¢gins, 
N.-¥ 


Huggins reports several cases of severe nephritis 
consequent upon acute infections, in which he per- 
formed the decapsulation operation of Edebohls. 
These cases all showed very remarkable sympto- 
matic improvement, which was, however, only of 
short duration. Functional kidney tests were much 
better following operation also. He believes that 
the operation may be indicated in the following 
conditions: 

1. Toxic nephritis following acute poisoning by 
mercury or carbolic acid. 

2. Nephritis following infection, especially acute 
infectious diseases where there is marked oedema 
or uremia. Its use should be considered early, as 
medical measures have been thoroughly tried with- 
out relief, especially in young adults and children. 

3. In severe hemorrhages in chronic nephritis, 
when unilateral; also in uremia and anuria. 

4. In eclampsia when improvement does not 
follow delivery. 

5. In movable kidney associated with albumin 
and casts. J. S. EIsENSTAEDT. 


Luckett, W. H., and Friedman, L.: Pyelography in 
the Diagnosis of Traumatic Injury of the Kid- 
ney. Ann. Surg., Phila., 1914, lx, 720. 

By Surg., Gynec. & Obst. 
The authors give a very interesting discussion 
of the value of pyelography in cases of traumatic 
injury of the kidney. They report three cases 
and give the pyelographic findings. 
In the first two cases the diagnosis of ruptured 
kidney was made by pyelographic findings on ac- 
count of the position which the silver salt took in 
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the region of the kidney pelvis. An operation 
confirmed these findings in both cases. 

In the third case the pyelographic shadow showed 
that the collargol remained within the calyxes of 
the kidney. An operation was not indicated and 
the patient recovered. 

The authors claim that the pain of injection of 
the collargo] in the ruptured kidney is quite different 
from that caused by injection when the kidney pelvis 
is intact. In the ruptured kidney it is a dull pres- 
sure pain referred to the lumbar region, while in 
the pelvis intact it is a colicky pain. They are of 
the opinion that the shape of the pyelographic 
shadow is of great value in making a diagnosis as to 
whether or not a kidney is ruptured. 

A. C. STOKEs. 


Gelpi, M. J.: A Case Exemplifying the Value of 
Pyelography. JN.Orl. M.&S.J., 1914, lxvii, 535. 
By Surg., Gynec. & Obst. 

Gelpi reports a case of hydronephrosis which 
occasioned periodic attacks of pain, and which could 
be readily palpated at certain intervals and then 
again disappeared entirely. The enlargement was 
very great at times and reached five inches below 
the costal arch. Cystoscopic examination and 
catheterization of the ureters were negative, al- 
though functional tests with phenolsulphonephtha- 
lein showed delayed excretion and reduced amount 
from the right kidney, it showing only 2.5 per cent 
in the first two hours, while the left excreted 11 per 
cent during the same interval. 

X-ray plates after injection of the pelvis with 
15 per cent collargol demonstrated on the right side 
a large hydronephrotic kidney caused by kinking 
of the ureter. Nephropexy was done and recovery 
was complete, there being no symptoms of tumor 
present. J. S. EIsENSTAEDT. 


Eisendrath, D. N.: The Effects of Collargol as Em- 
ployed in Pyelography. J. Am. M. Ass., 1915. 
Ixiv, 128. By Surg., Gynec. & Obst. 

Prompted by the reports of ill effects upon the 
kidney and even death following the injection of 
collargol into the renal pelvis, Eisendrath under- 
took a series of experiments on dogs, carefully 
measuring the quantity injected and the pressure 
employed. His article is illustrated with micro- 
photographs of pathological lesions produced in the 
kidneys themselves and other lesions more remote, 
such as lung embolism. 

He found that in those experiments in which the 
quantity of collargol injected did not exceed the 
capacity of the pelvis and in which practically no 
pressure was used there were practically no deposits 
in the kidney and no damage to the epithelium. 
When the pressure and quantity were increased. 
the collargol was found frequently either in one 
kidney or both; in one case it was found in the blood- 
vessels of the kidney. He therefore concluded that 
collargol will not damage the kidney if no more is 
injected than the pelvis readily holds; but that if 
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this limit is exceeded or the tluid is injected with 
too much force, then deposits occur in the kidney 
parenchyma, there are infarcts or haemorrhages 
into the spleen and liver, or various lung changes 
are caused, such as hemorrhage, oedema, or pneu- 
monia. J. S. EIseNnsTAEDT. 


Keyes, E. L., Jr., and Mohan, H.: The Damage Done 
by Pyelography. Am.J. M.Sc., 1915, cxlix, 30. 
By Surg., Gynec. & Obst. 

As the result of experimental injection of collargol 
into the renal pelves of dogs the authors came to 
the following conclusions: 

Momentary gentle distention of the normal pelvis 
of the kidney causes no more damage than a brief 
congestion, but if the distention persists for a few 
minutes the injected fluid is absorbed into the 
blood-vessels and lymph-spaces about the kidney 
pelvis. The authors regard the appearance of the 
collargol within the glomeruli and tubules as a 
secretory phenomenon. 

Of far greater importance, however, than the 
primary retention at the time of injection is the 
possibility of a secondary infiltration due to reten- 
tion of collargol in the renal pelvis as a result of 
ureteral obstruction. This secondary retention 
is the cause of most of the deaths that have been 
reported from pyelography. Alarming symptoms 
following injection into the renal pelvis should be 
relieved by immediate drainage of the kidney or by 
nephrectomy. The presence of collargol in the kid- 
ney parenchyma, as shown by radiograph or by 
operation, should not be a cause of apprehension, 
though it shows that the injection has been made 
with too much force. The collargol may enter 
the general circulation and be distributed to the 
other kidney and elsewhere, in some instances at 
least, and yet no great harm result. 

H. L. SANForp. 


Buerger, L.: 
. © ae. 


Unusually Large Ureteral Calculi. 
J ., 1954, C; TIOZ. 
By Surg., Gynec. & Obst. 

The author reports two of his own cases of enor- 
mous calculi of the ureter. In the first case the 
calculus measured to cm. in length and filled a large 
portion of the middle and lower third of the left 
ureter. Its presence had produced a marked 
hydronephrosis. Removal of the kidney and the 
ureter was followed by prompt recovery. 

In the second case the calculus was situated near 
the lower end of the right ureter and measured two 
inches in length by one and one-eighth inches in 
width. It also had produced a hydro-ureter and 
hydronephrosis. The patient refused nephrectomy, 
and removal of the calculus was followed by re- 
covery. 

The author concludes from the study of these 
cases that (1) enormous stones can be formed in 
the ureter as a result of deposition of salts about 
an arrested ureteral calculus acting as a nucleus; 
(2) such large calculi may give no history of ureteral 
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colic, most of the symptoms being referable to the 
results of ureteral dilatation and hydronephrosis; 
(3) catheterization of such ureters is possible; (4) 
even in cases where infection of the hydronephrosis 
or hydro-ureter has taken place, primary union may 
be obtained without any leakage following removal 
of the calculus from the ureter. H. L. Sanrorp. 


BLADDER, URETHRA, AND PENIS 


Allen, C. W.: The Use of Clamps in Resection of 
the Bladder; Report of a Case. JN. Orl. M. & 
S.J., t9t4, Ixvil, §23. By Surg., Gynec. & Obst. 


The treatment of malignant tumors of the bladder 
is, in the great majority of cases, a diflicult and 
unsatisfactory undertaking. Simple growths, par- 
ticularly of the papillomatous type, promise to 
yield good results when treated by the high-frequency 
current, but further time is needed to definitely 
settle to what extent this treatment can be depended 
upon. In malignant growths this treatment is not 
indicated and operative means must be depended 
upon for its relief. If seen early by the surgeon 
these cases of malignancy offer a fair prospect of 
ultimate cure, depending upon the type of growth, 
its location and extent. 

Occasionally the development of some symptoms, 
such as profuse or continuous hemorrhage, compels 
an emergency operation, such as was necessary in 
the case treated by the author. Undoubtedly the 
best method of procedure would have been the 
resection of that portion of the bladder surrounding 
the growth, but in view of the patient’s weakened 
condition and extreme exsanguination it was out 
of the question to perform this by the usual method. 
With rapid and feeble pulse and shallow respira- 
tions she was threatening to collapse on the table, 
consequently a more rapid yet effective method of 
dealing with the situation was demanded. Allen 
was accordingly enabled to put into effect an idea 
which he had had in mind for some time. ‘Two 
stout clamps having curves at right angles to the 
shank were selected. These were tested to deter- 
mine their dependability. The tissues on cach 
side of the base were then caught by Ochsner clamps 
and pulled up into the field for some distance. ‘This 
ridge of tissue was then grasped in opposite direc- 
tions and below the bite of the Ochsner clamp by 
the curved clamps. Their application, as well as 
the unfolding of the bladder wall, was guided by one 
hand beneath the bladder. When both clamps were 
securely in position and well clasped, with their 
tips in contact, the mass of tissue within their grasp 
and to which the growth was attached was cut away 
with the actual cautery. A Pezzer catheter was then 
passed through the urethra into the bladder, the 
incision into the bladder closed, except at the fundus 
where an opening was left through which protruded 
the handles of the clamps. The abdominal incision 
was closed up to the bladder, which was sutured to 
the posterior sheath of the rectus. The patient was 
quite weak following this ordeal, but rallied well. 
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All nausea and vomiting ceased and there was no 


further hemorrhage. Remarkably little discomfort 
was occasioned by the clamps in the bladder; one 
was removed on the third day and the other the day 
following. There was no hemorrhage or other 
symptoms following their removal. The patient 
left the hospital in three weeks with instructions 
to report for examination in two or three months. 
H. A. Moore. 


Rytina, A. G.: The Radical Removal of the Veru- 
montanum. J. Am. M. Ass., 1915, Ixiv. 45. 

By Surg., Gynec. & Obst. 

The author reports having removed the veru- 
montanum in eighteen cases and describes the in- 
strument he has devised for this purpose and his 
technique. From these specimens he has had an 
opportunity to study the anatomy, histology, and 
pathology of the organ which he describes. In none 
of these cases has the patency of the ejaculatory 
ducts or the patient’s sexual appetite been affected. 
The author states that his experience does not 
yet warrant him in expressing an opinion as to the 
clinical value of the operation, but he believes it is 
a more effective method of treating neuroses and 
chronic infections of the posterior urethra than 
topical applications or the use of the thermocautery. 

H. L. Sanrorp. 


GENITAL ORGANS 


Barrington, F. J. F.: Spontaneous Hzemorrhage 
into the Testicle. Brit. J. Surg., 1915, ii, 400. 
By Surg., Gynec. & Obst. 

The author reports a case of this rare condition, 
and cites 13 cases from the literature. 

The symptomatology of the author’s case is 
given in detail, as well as the local findings before 
operation. A histological report is given, describing 
in detail the changes which occurred in the testicle 
as well as the associated changes in the epididymis. 
Not only were there hemorrhages in the testicle, 
proper and in the epididymis, but also in the cord 
behind the epididymis. The hemorrhage occurred 
in the absence of injury, disease of the blood or 
vascular system, or any of the known causes which 
locally interfere with the testicular circulation. 

In only 2 of the 14 cases was any congenital 
anomaly of the testicle present. Barrington states 
that it is possible, however, that this does not repre- 
sent the true proportion in which such anomalies 
occur in these conditions, for strangulation of an 
undescended testis from various causes is so much 
more frequent than strangulation of the normally 
situated one that the condition would be much less 
likely to be reported. 

In 12 out of the 14 cases the age was between 
fourteen and twenty-five years, which would seem 
to point to the fact that this is a disease of young 
adults. The left side was affected to times and 
the right 4. In 3 cases there was a history of a 
remote injury. Considering how common = such 
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accidents are, the author believes that it is un- 
likely that injury has any etiological significance. 
Symptoms suggesting a previous attack were 
present 5 times in the 14 cases. One of the most 
characteristic findings in the histories is ihe fact 
that these patients had a fulminating onset. It is 
also significant that in most of the cases the onset 
came at night during sleep. This would seem to be 
more than a mere coincidence. 

The pathological findings in all the cases indicate 
that for some reason interstitial hemorrhages occur 
into a previously healthy testis. Aseptic necrosis 
of the parenchyma follows, presumably from in- 
creased pressure inside the more or less rigid tunica 
albuginea. 

Where a large percentage of these cases had a 
history suggesting previous attack from which they 
recovered it might be well to give patients the 
benefit of this fact before performing a castration. 

HERMAN L. KRETSCHMER. 


Malignant Disease of 
Alumni Ass. Coll. 


Butt, A. P., and Arkin, A.: 
the Retained Testicle. J. 
Phys. & Surg., 1915, xvii, 106. 

By Surg., Gynec. & Obst. 
After referring to the paper of Bulkley, in which 
that author states that cases of malignant disease 

of retained testicles constitute but one in 60,000 

male hospital admissions, Butt and Arkin report 

a case seen by them in which both testicles were so 

diseased. The left testicle, which was the one ob- 

viously affected, weighed three and one-half pounds; 
the enlargement had been noticed for six months. 

The right testicle was found deep in the pelvis, and 

was 25 per cent larger than normal. The patho- 

logical examination of the two testicles showed them 
both to be the sites of mixed tumors, sarcocarcino- 
mata. S. W. MooruHEAp. 


Turner, P.: Double Retained Testicle in Which 
the Left Testicle was Transplanted to the Right 
Side of the Scrotum and the Right Testicle to 
the Left Side. Proc. Roy. Soc. Med., 1915, viii, 
Sect. Dis. Child., 17. By Surg., Gynec. & Obst. 

Turner reports a case of double inguinal hernia 
with imperfectly descended testicles in a patient 
twelve years old. Both testicles, which appeared 
to be ill-developed, could be palpated in the in- 
guinal canals; they had never descended below the 
external abdominal rings. 

The following operation was performed: The 
right sac and spermatic cord were exposed by a 
small incision through the external oblique just 
above the internal abdominal ring. The hernial 
sac was separated from the vas and veins as far 
as the internal ring and there ligated. By trac- 
tion on the distal part of the sac the testicle was 
drawn through the small incision in the external 
oblique. The sac was then ligated immediately 
above the tunica vaginalis and removed. ‘The 
remains of the gubernaculum were then transfixed, 
ligated, and divided, the ends of the suture being 














left long. The testicle, enclosed in the tunica 
vaginalis, was then quite free, except for its con- 
nection with the spermatic cord. An incision about 
an inch long was then made over the front of the 
left side of the scrotum. The free ends of the 
ligature transfixing the gubernaculum were then 
seized with Spencer Wells’ forceps, which were then 
introduced through the incision in the external 
oblique, pushed along the inguinal canal, through 
the external ring, into the right side of the scrotum. 
The ends of the forceps were then made to impinge 
against the scrotal septum. A small incision was 
made on the forceps through the wound in the left 
side of the scrotum; the forceps carrying the ligature 
was pushed through to the left side and the ends of 
the ligature secured. The forceps were with- 
drawn and by pulling in the ligature the right 
testicle was drawn along the track made by the 
forceps along the inguinal canal through the scrotal 
septum to the left side of the scrotum. Both 
wounds were then closed. 

The patient was readmitted two months later 
and the left testicle was then transplanted to the 
right side of the scrotum by a similar operation. 

No sutures were necessary for the fixation of the 
testicle in its new position, the contraction of the 
opening in the septum preventing its return and 
exercising a gentle continuous traction which is 
absent in the ordinary method of orchidopexy. 

The advantages of transplantation to the op- 
posite side of the scrotum are as follows: 

1. The testicle is transplanted to the well- 
developed side of the scrotum, where there is much 
better accommodation for it than on the ill-de- 
veloped side. 

2. It is usually possible to effect the transplanta- 
tion without dividing the vessels of the cord. 

3. Sutures to fix the testicle in its new position 
are unnecessary, and the organ itself is not damaged 
during the operation. 

4. When the testicle has been drawn through the 
septum in the scrotum, the small opening contracts; 
hence the weight of the scrotum acting through the 
septum exerts a continuous slight force tending to 
keep the testicle in its new position. 

5. The operation is carried out without dividing 
the external abdominal ring and with the least 
possible damage to normal tissues. 

EpwaArpD L. CorNELL. 


Hinman, F.: The Operative Treatment of Tumors 
of the Testicle; Report of Thirty Cases Treated 
by Orchidectomy. J. Am. M. Ass., 1914, \siii, 
2009. By Surg., Gynec. & Obst. 

Within the last ten years reports have appeared 
of 42 attempts to remove the testicle and its primary 
lumbar lymphatics according to the clear and 
definite anatomical findings of all of the modern and 
radical principles in the surgical treatment of malig- 
nancy. In justification the results of this procedure 
have never been analyzed in comparison with the 
mortality results following simple castration. The 
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purpose of Hinman’s study is to determine from a 
review of the literature and an analysis of the cases 
of the Johns Hopkins Hospital the true value of 
castration and to compare this with the results that 
have followed the use of the radical operation, the 
particular object being to determine whether the 
radical operation is ever justified, and if so under 
what conditions. 

Mere removal of the testicle had been regarded 
as virtually hopeless until Chevassu in 1906, re- 
ported 19 per cent cures in 100 cases following 
castration. Few other statistics of satisfactory or 
reliable data have appeared since Chevassu’s 
classical analysis, although some more recent 
authors have become unduly optimistic of the result 
of orchidectomy. A careful analysis by Hinman of 
32 cases treated by castration at the Johns Hopkins 
Hospital gives a cure of only 15 per cent. Half of 
18 cases, of which the pathological material was 
personally examined, were embryonal carcinomata, 
half, teratomata; sarcoma was not found—which 
corresponds to the recent (1911) pathologic findings 
of the study of Ewing. 

This high mortality has stimulated surgeons to 
seek more radical treatment. Hinman describes 
with illustrative charts the lymphatic drainage 
system of each testicle and the steps of procedure 
in its radical removal. The reported cases are 
analyzed in detail with respect to duration, clinical 
presence of metastases, metastases which were 
absent clinically but found at operation, number of 
cases inoperable because of the extent of metastases 
which were clinically absent, the probable cures, 
and the ultimate mortality. His summary and 
conclusions are as follows: 

1. Orchidectomy will cure from 15 to 20 per 
cent of teratoma testes. Obviously a cure is pos- 
sible only when the testicle is removed before the 
onset of glandular or other metastases. 

2. A cure cannot be assured until nine years 
after operation, although the danger of recurrence 
after four years is very small—only three cases 
reported—and progressively diminishes. 

3. Cancer of the testicle metastasizes in prac- 
tically every case, first and primarily to a limited 
zone of lumbar lymph-nodes which lie on the aorta 
for the left testicle and on the vena cava for the right, 
between the bifurcation of the aorta and the renal 
pedicle. Communication between these two groups 
and to deeper and more distant glands occurs only 
secondarily. 

4. Involvement of these primary lymph-nodes 
may occur early or late, and the pre-operative 
duration of the tumor in the testicle, its rapidity of 
growth, or its size give no definite clinical indication 
of the onset or extent of such metastases, but the 
probabilities increase the longer the duration and 
the more rapid the growth. 

5. Pathologic differentiation of tumors of the 
testes into embryonal carcinomata and mixed-celled 
types is more or less arbitrary, as both are tera- 
tomatous in origin; but the former appears to be 
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definitely less likely to metastasize, although more 
rapid in its growth. There are fewer cures among 
the cases of teratomata, although these give the 
longest duration before death. 

6. The primary lymph-nodes are a very imper- 
fect guard against secondary invasion, and me- 
tastases to other gland areas by way of efferent 
lymph-channels or by blood-vessels to thoracic or 
abdominal organs may occur early. Surgical treat- 
ment is of no avail after these secondary metastases 
have occured. The only hope, therefore, in a radical 
operation is the removal of the testicle with its 
primary lymph area before the disease has spread 
beyond this zone. 

7. The experience of various surgeons in a total 
of 46 cases has demonstrated in suitable cases the 
feasibility and technical ease of the radical operation 
with a combined surgical mortality in all cases of 
only 11 per cent. 

8. Radical operation should never be under- 
taken when lumbar metastases are recognizable 
clinically, and it is applicable only in the fairly early 
cases in which the disease is apparently limited 
to the primary zone. Owing to the deep position of 
the glands, these cases cannot always be differen- 
tiated before operation, so that every case in which 
clinically there is no invasion is suitable for radical 
treatment. The operation should never be per- 
formed until after the diagnosis is confirmed. 

9. Sufficient time has not elapsed and the cases 
are so scattered that it has not been possible to get 
the ultimate results in all of the patients treated 
radically. Forty-six per cent are alive; 1 for five 
years; 1 for four years; 5 for almost three years; 
2 for over two years; and 11 for one year or less. 
There is a probable cure in at least 4 cases which had 
lumbar glands invaded with cancer at the time of 
the operation. Simple castration could not have 
benefited these cases, and their cure is directly 
attributable to the early and clean removal of the 
affected lymph area. 

10. In conclusion, therefore, it may be stated 
that early removal of the testicle with its primary 
lymph zone is the rational method of surgical treat- 
ment of teratoma testes; but the extensive nature of 
the operation and the fact that almost one-third of 
the cases thus treated were found to be inoperable, 
because of the extensive glandular invasion, war- 
rants a very careful selection of suitable cases. 


Barnett, C. E.: Suprapubic Prostatectomy. J. 
Am. M. Ass., 1914, Ixiii, 2273. 
By Surg., Gynec. & Obst. 
On account of the mortalities occurring. Barnett 
believes few operators are satisfied with their 
technique in prostatectomy. He believes that the 
operator should use the technique that he himself 
is most familiar with regardless of other men’s 
fads and fashions, and during the operative pro- 
cedure should endeavor to combine gentleness with 
thoroughness and simplicity. 
Four principal reasons for the suprapubic route 


INTERNATIONAL ABSTRACT OF SURGERY 


are: (1) The danger of the pus-bathed perineal tube 
forcing infection into the torn open-mouthed veins, 
thereby producing emboli and thrombi. (2) The 
greater ease of local anasthesia in the suprapubic 
region. (3) Avoidance of trauma through the 
pelvic diaphragm. (4) Ease and simplicity of post- 
operative treatment. 

Non-irrigation for hemorrhage and chronic colitis 
are post- and pre-operative subjects discussed. He 
considers that chronic colitis is a hazard not suffi- 
ciently appreciated. 

A case is cited showing the advantage, from the 
standpoint of shock and lack of toxemia, of using 
local anesthesia alone. 

Several years ago he spoke of the importance of 
chronic colitis having an important influence in 
prostatectomized patients, and he still believes that 
the subject does not receive the general attention 
it deserves. Old prostatic cases generally have 
indolent constipated bowels, which are influenced 
by the renal toxemia which from the years of pa- 
thology has induced a chronic inflammation of the 
colon. This colic pathology is aggravated by, and 
itself superinduces, gas distention, which opens up 
another field for toxic absorption, which, added to 
the overloaded kidneys, is another factor causing 
dissolution. 


Paschkis, R.: Preliminary and After-Treatment in 
Prostatectomy (Vor- und Nachbehandlung bei 
Prostatektomie). Wien. klin. Rundschau, 1914, 
XXVlli, 255. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

In the first stage of hypertrophy of the prostate, 
operation is seldom advisable, and it is necessary 
only in cases where there is frequent, tormenting, 
and painful desire to urinate day and night, which 
cannot be influenced by conservative treatment. 
The patients come for operation most frequently 
during the second stage for chronic complete and 
incomplete retention and insufficiency of the blad- 
der. Even then operation is indicated only when 
the patients are obliged to resort to continuous 
catheterization. Patients in the third stage of 
hypertrophy with overdistention of the bladder 
and ischuria paradoxa need a preparation of weeks 
before operation can be considered. 

Prior to every prostatectomy there should be a 
careful examination of the entire body, arteriosclero- 
sis, hypertrophy of the heart, and of course the 
condition of the bladder and kidneys are of especial 
importance. If there is an infection in patients in 
the first or second stage a catheter is applied; this is 
changed every second day, and the bladder irrigated 
when necessary. In overdistended bladder, in the 
third stage, it is emptied gradually, at first the 
catheter being used only once daily, and later twice 
to three times daily, never more than 200 ccm. being 
removed at once, with a gradual increase, so that in 
about four weeks the bladder can be completely 
emptied without danger of hemorrhage. Then a 
permanent catheter is inserted, and the rest of the 
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treatment is as in the first and second stages. For 
the sake of testing function the 24-hour amount of 
urine should be measured, the specific gravity 
determined, the nitrogen and chlorides at intervals 
of a day, and the indigo-carmin test applied. Cryos- 
copy of the blood is also of importance, and cases 
in which the other functional tests and the freezing- 
point test give unfavorable results should be ex- 
cluded from operation. The size of the prostate 
has no significance in the indications for operation. 

General anesthesia is to be preferred as a general 
rule, but if there are special contra-indications 
Braun’s local anesthesia should be used. The 
transvesical operation through a median long in- 
cision is the best procedure; but in especially diffi- 
cult cases and in fat men a suprasymphyseal trans- 
verse incision with incision of the recti muscles is 
made. The prostate is bored through and enu- 
cleated digitally after the mucous membrane is 
incised. This is rendered easier by counterpressure 
through the rectum. After the operation is com- 
pleted the field of operation is irrigated with 2 liters 
of salt solution, and the edges of the bladder wound 
are drawn together on the right and left by a strong 
silk suture passing through all the layers; the suture, 
however, is not tied. The bladder wound is sutured 
with catgut sutures except for an opening large 
enough to insert a drain as large as the thumb witha 
right-angled glass tube attached. An iodoform 
gauze strip is introduced into the prevesical space, 
also two strips in the bladder to support the tube. 
The fascia and skin are sutured. A compression 
dressing is applied, large tampons being placed on 
the perineum and above the wound. 

The after-treatment consists in suction of the 
urine by von Schlagintweit’s method. The dressing 
is first changed on the fourth or fifth day and at the 
same time the bladder strips are shortened; the 
prevesical strip is left until the seventh day. After 
a week the drain is replaced by a smaller one, or is 
fully removed and a permanent catheter applied, and 
then the first bladder irrigation is given. In in- 
fection of the suprapubic wound or any other com- 
plication, such as epididymitis, urethritis, etc., 
where a permanent catheter is not feasible, Paschkis 
recommends the Irving capsule. The only con- 
servative operations worthy of consideration are the 
formation of a suprapubic fistula, and, in the cases 
not adapted to operation, the use of a permanent 
catheter. MiNxnicu. 


MISCELLANEOUS 


King, E. F.: Myiasis of the Urinary Passages. J. 
Am. M. Ass., 1914, Ixiii, 2285. 

By Surg., Gynec. & Obst. 

The author reports a very interesting rare case 

of dipterous larva commonly known as the “‘latrine 

fly’? in the urine of a farmer. The author quotes 

Rene Chevrel’s analysis of all reported cases of 

myiasis of the urinary passages; only twenty such 
cases have been reported. 
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The patient, a man aged 32, while at work in his 
garden, was seized with an intense desire to urinate, 
hurried to a shed and urinated in a glass kept for 
the purpose, felt something pass with the urine and 
found the larva in the glass. ‘Two hours later the 
larva was received at the office in a perfectly fresh 
condition for examination. He had voided similar 
objects with the urine twice before but had not had 
them examined. L. O. Howard, entomologist of 
the U. S. Department of Agriculture, identified the 
specimen. Tuo. Drozpowitz. 


Churchman, J. W.: Examination of the Urine for 
Tubercle Bacilli. Am. J. M. Sc., 1914, exlviii, 
722. By Surg., Gynec. & Obst. 

The author urges the importance of using every 
possible device to increase the chance of finding 
the tubercle bacillus when it is present. In one of 
his cases in which an ulcer existed in the vault 
of the bladder well away from the trigone, the 
bladder was distended with water to the point of 
discomfort. The washings were centrifuged and 
several clumps of tubercle bacilli were found; they 
doubtless had been washed off the surface. Repeat 
ed examination had been made in the usual way with 
negative findings. 

This technique is especially recommended when 
an ulcer exists in the vault of the bladder at a point 
where it is seldom reached by the urine. Both 
ureters were catheterized, and the urine injected 
into guinea pigs with negative results. A diagnosis 
of primary bladder tuberculosis without demon 
strable kidney lesion was made in this case. 

In suspected miliary tuberculosis the urine should 
be examined for tubercle bacilli, for the value of 
urinary examination in these cases is far greater 
than that of sputum examination. 

Henry J. VAN DEN BERG. 


Martin, W. F.: Value of Hydrotherapy in Urology. 
J. Am. M. Ass., 1915, Ixiv, 101. 


By Surg., Gynec. & Obst, 


Martin calls attention to the various hydrothera- 
peutic measures and their indications and value 
in many urologic conditions. He discusses the 
physiologic effect of cold and heat and their mechan 
ical and reflex effects, and enumerates the benefit 
derived in cases of acute urethritis by immersing 
the organ alternately in hot and cold water several 
times a day. The advantage is shown of a not too 
prolonged sitz bath in calculous colic, while in chronic 
conditions Martin advises following the warm 
with a cold sitz bath. The cold sitz bath is particu- 
larly recommended as a_ palliative treatment of 
prostatic hypertrophy with congestion, malignant 
growths with hemorrhages, atonic dilated bladders, 
and sexual debility. For the use of this procedure 
the tolerance for cold must be gradually built up. 

The various types of balneotherapy, their chief 
value in promoting skin elimination and generally 
raising the patient’s resistance before operation are 
also discussed. J.S. Etsenstarpr. 
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Operations on the 
Ophth. Rec., 1914, xxiii, 541. 
By Surg., Gynec. & Obst. 

Jackson says that a man can easily operate 
himself out of practice, and he brings out the neglect- 
ed factors to success in ocular operations, such as 
the importance of the secondary abductors or 
adductors in lateral squint, the importance of 
preserving the dominance of the primary abductor 
or adductor near the center of the field of fixation, 
and, lastly, that vertical squint requires an opera- 
tion changing the relative extent of the various 
functions performed by the same muscle. 

The time used in tenotomy could be better spent 
learning the indications and contra-indications for 
such an operation, because luck and _ brilliant 
surgical technique does not save one from unsatis- 
factory results. Tenotomy especially had its rise 
and fall until Landolt and his school say that it 
should not be done in any case. 

The more important physiologic facts although 
considered in discussions have been neglected in 
bringing out certain anatomic conditions; hence 
great importance is attached to first accurately 
correcting ametropia and observing the result; e.g., 
the influence of paresis on one or more muscles, 
the distribution of the effect of the operation be- 
tween opposing muscles, preliminary fixation of the 
squinting eye, and the measurement and develop- 
ment of the fusion sense. 

Because it is usually assumed that each muscle 
has its particular function and has no connection 
with the other muscles the coéperation of the 
various muscles is emphasized. An operation on 
any one of the muscles if it alters the effect produced 
by the contraction of that muscle alters the general 
muscular balance. In each particular movement of 
the eye one muscle has a leading or primary func- 
tion, and the other muscles a subsidiary or secondary 
function. The relation between these primary and 
secondary functions varies in wide limits but in the 
case of convergent squint it is of great importance. 

The marked effect of the superior and inferior 
recti in both secondary abduction and adduction is 
shown. The point most strongly brought out is 
that in adduction the effect of the secondary ad- 
ductors is not felt until the limit of adduction is 
reached and then they become effective assistants, 
so that in convergent squint fully two-thirds of 
the force required to keep the eye turned in is 
exerted through the superior and inferior recti. In 
contrast to this, however, when the eye is turned 
out far enough, the superior and inferior recti will 
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help it turn more, hence the internal rectus is with- 
out its ordinary secondary assistants to oppose this. 

The reason why tenotomy of the internal in 
high convergent squint produced little effect is that 
the tendons really holding it—superior and inferior 
recti—were untouched; hence if the nasal portions 
of these were cut the desired effect was secured with 
no risk of recurrence or divergence. In the case 
of high divergent squint, advancement changes the 
direction of the eye so that the secondary adductors 
can assist. The real danger in tenotomy of the 
internal rectus lies mostly in transferring the pre- 
dominant control from the primary adductors to 
the secondary. Hence the axiom that the primary 
adductor and abductor tend to equilibrium with the 
eye at the center of its field of movement; the second- 
ary adductor and abductor tend to draw the eye 
away from this center. 

The advantage of advancement is not in the in- 
creased strength of the muscle advanced, but in the 
preponderance given to its influence over the 
influence of the muscles that would assist it as their 
secondary function. 

In paralysis of the superior oblique, division of 
the superior rectus and transplanting it farther 
back and to the temporal side, thereby neutralizing 
the extorsion and tendency to turn down, is one of 
the several ways of correcting this condition. 

In right hyperphoria of 2 to 3 degrees, especially 
after dissociation for 10 minutes, partial nasal 
tenotomy of the superior rectus will give great 
relief. It has much the same effect as the above. 

Complete oculomotor paralysis is dealt with in 
the following manner: The superior oblique is 
attached at the insertion of the internal rectus, the 
external is split and one-half is attached to the upper 
and the remainder to the lower temporal portions 
of the eyeball. SyDNEY WALKER, JR. 


Cockrell, B. A.: Corneal Ulcer; Its Complication 
and Sequelz. Acntucky M. J., 1915, xiii, 58. 
By Surg., Gynec. & Obst. 

The cornea, being the most exposed portion of 
the eyeball, is the most frequent seat of injury and 
infection of the whole globe, and because of its non- 
vascular formation it has a special adaptability for 
ulcers. An ulcer once started must be completely 
obliterated and all aseptic precautions applied to 
stop further infection. 

The diagnosis as to the kind of an ulcer is made 
from the history of the case, the location of a foreign 
body, the condition of the other portions of the 
eye, by systemic conditions, by the character and 
formation of the ulcer, and by the aid of the micro- 
scope. 
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Phlyctenular ulcers, being those caused by the 
various micro-organisms, are treated by scraping 
and curetting. All soft tissues should be removed 
and the adjacent tissues scraped toward the ulcer 
to empty the interlaminator spaces. <A careful 
watch should be kept and the scraping repeated 
on the slightest evidence of further infection. 

If the ulcer is tubercular or specific the treatment 
of the primary condition naturally follows. 

Fully 95 per cent of the corneal ulcers are due to 
the pneumococcus. Antipneumococcus serum will 
promptly cure the majority of such cases, but local 
treatment should be used in conjunction with all 
other treatments. 

For small ulcers use nitric acid, either pure or 
diluted with pure water, half and half. Apply by 
dipping a wooden toothpick or match in the acid, 
hold in the air until the surface of the wood no 
longer glistens, then press it against the ulcer until 
it whitens. 

Todine is especially adaptable to all ulcers of the 
indolent type. It lessens rather than increases 
scar tissue. For the latter it seems to possess a 
peculiar affinity and to exert a remarkable influence. 
The judicious use of iodine cannot be too warmly 
advocated. In the majority of cases one applica- 
tion is sufficient, but in some instances two and even 
three applications are necessary. Use the tincture 
of iodine in all cases. 

Cocainize to complete anasthesia, insert an eye 
speculum, scrape the ulcer with a spud or similar 
instrument, dry the ulcer thoroughly, and apply 
tincture of iodine on a few fibers of cotton around 
a probe, applicator, or toothpick. Be careful to 
protect the healthy parts. 

Another treatment is a watery solution of iodine, 
gr. 1 (0.065 gm.); sodium iodide, gr. 3 (0.2 gm.); and 
water, one ounce (30.0 gm.) Use three drops of 
this solution three or four times a day. It is not 
very painful and the congesticn of the conjunctiva 
is only temporary. This may be used for several 
weeks in indolent cases. 

The use of the actual cautery is equally as eflicient 
as scraping, though more alarming to the patient. 
This may be done by a galvanocautery tip, steel 
knitting needle, or steel probe heated to a white 
heat in an alcohol flame. 

Dendritic ulcers — those of the nerve-endings — 
are best treated by scraping, then applying silver 
nitrate or formaldehyde 1:60. 

In all ulcers due to keratitis, dilatation of the 
pupil by atropine is necessary to prevent posterior 
synechia and iris complications. 

Caustics should be neutralized by weak acids or 
water and should be dipped in a boric acid solution. 

The acids should be neutralized with soapsuds, 
soda, or lime water. 

Yellow oxide of mercury is an important adjunct 
in the treatment of all cases, as it insures asepsis 
and is very soothing. A plain diet, outdoor exer- 
cise, and plenty of fresh air should be insisted upon. 
General systemic treatment is very important. 
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The irritating propensities of cocaine should 
insure its very sparing use. It has no medicinal 
value in the eye and should never be used except 
as an anesthetic. 


Fellows, C. G.: New Methods in Dealing with 
Cataracts. Clinique, Chicago, 1915, Xxxvi, 1. 
By Surg., Gynec. & Obst. 
In dealing with immature cataracts there is the 
possibility of an early operation, without the old 
method of semidarkness for years. Fellows advo- 
cates preliminary capsulotomy on the morning of the 
day the extraction is to be done in the afternoon, 
This method has been developed considerably 
since its accidental discovery by Homer E. Smith. 
The preliminary capsulotomy adds much to the 
success of the final operation; and the adoption of 
free lavage of the anterior chamber, so heartily 
praised by Colonel Elliot, is another addition to the 
technique to be recommended. 


Fisher, W. A.: Loss of Vitreous in the Intracapsu- 
lar Cataract Operation and Its Prevention. 
Arch. Ophth., 1915, xliv, 18. 

By Surg., Gynec. & Obst. 
Fisher favors the intracapsular operation in 
cataract extractions. Its sole disadvantage is loss 
of vitreous occasioned by pressure upon the eyeball 
by the lids and by the operator. The first of these 
he practically eliminates by the use of his retractor 
and double hook, and the latter is lessened by his 
new instrument, which is a modification of the Smith 
spoon; i.e., a needle at the other end. He shows 
how the use of the needle prevents loss of vitreous 
when in its removal the lens sticks in the corneal 
opening. The point of the needle is stuck into the 
lens and the lens lifted past the obstruction, whereas 
the Smith hook alone necessitates increased pressure 
and probable consequent rupture of the capsule or 
loss of vitreous. The author notes that Smith 
has not accepted his suggestion of the use of the 
needle. C. A. Macuy. 


Knapp, A.: Report of One Hundred Successive 
Extractions of Cataract in the Capsule After 
Subluxation with the Capsule Forceps. Arci. 
Ophth., 1915, xliv, 1. By Surg., Gynec. & Obst. 

Knapp employs the Koster speculum and Kalt 
capsule forceps with holocaine anasthesia and one 
drop of atropine solution. No assistant is necessary 
unless complications arise. 

A large corneal section with a conjunctival flap 
is first made. After an iridectomy the capsule 
forceps is introduced to a point below the center of 
the pupil, the branches are then allowed to separate 
broadly, and a distinct knuckle of capsule is grasped. 
The grasp should not be too tight, lest the capsule 
be torn, but sufficiently firm to exert traction on the 
periphery of the lens capsule. The closed branches 
of the forceps are gently moved from side to side, up 
and down, or rotated, and the capsule can be seen to 
follow in the various directions. When the disloca- 
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tion has succeeded, a part of the margin of the 
cataract in the capsule appears free in the pupillary 
space. The portion dislocated is usually low, gener- 
ally slightly to one side or the other, with the upper 
attachment unruptured. The forceps is then re- 
leased and withdrawn. Pressure with a Smith hook 
on the lower portion of the cornea in the antero- 
posterior axis is followed by a ‘‘tumbling”’ of lens 
through the incision. The pillars of the iris should 
be properly replaced. Occasionally they become 
wedged into the iris angle and cause trouble when 
the lens and capsule are large. The conjunctival 
flap is replaced and the speculum removed. Should 
the capsule rupture at the time of operation it can 
usually be removed with blunt capsule forceps, 
after the contents have been expelled. Deep 
opacity of the cornea may follow, but it soon disap- 
pears. The dressing consists of dry sterile gauze 
and atropine ointment in the conjunctival sac. 

Knapp emphasizes the advantages of the intra- 
capsular subluxation operation: a black pupil, 
minimum ciliary injection, no iritis, and no needling. 
He cites the following risks: 40 to 50 per cent fail- 
ures, especially in cases with thin capsule and uneven 
bluish white subcapsular opacity. He recommends the 
operation in hypermature and sclerosed lenses, even 
though the latter be quite immature with considerable 
sight present, and prefers it to the Smith method in 
‘“‘disciform” variety. The following summary is 
given: mature 59; hypermature 26; immature 16. 

Visual results: 20/15, 5; 20/20, 18; 20/20, 9; 
20/30, 27; 20/40, 11; 20/50, 7; 20/70, 13; 20/100, 1; 
20/200, 2; fingers, 4; projection faulty, 2; total loss, 1. 

Prolapse of vitreous: 16. The slightest loss to 
be counted. 

Visual results of this group of vitreous prolapse: 
20/20, 1; 20/30, 7; 20/40, 2; 1 (traumatic cataract), 
20/70; 4 (2 mac. cornea), 5/200; 1 (myopia), macu- 
lee cornea. 

Capsules ruptured during extraction, separately 
extracted, 6. 

Iridocyclitis, 9; iritis, 6; cyclitis, 3; prolapse of 
iris, 6 (including incarceration). 

Detachment of choroid (transient), 2; hemorrhage 
in retina and vitreous, 4 (1 traumatic). 

Retrochoroidal haemorrhage, 1; uncomplicated, 
76; complicated, 24; dystrophia corn. epith., 1; 
mac. cornea, 3; central chorioretinal changes, 6; 
optic atrophy, 1; glaucoma (previous), 3; detached 
retina, 1; haemorrhage, 1; myopia (choroidal 
changes), 4; opacity vitreous (old), 4. 

Of the 76, 68 obtained vision 20/15 to 20/40, 97 
per cent; 2, vision of 20/50, 4V. 20/70; 1V. 20/100; 
projection faulty, 1, iridocyclitis in diabetic subject 
with 8 per cent sugar, acetone, and diacctic acid). 

C. A. Macuy. 
Eason, H. L.: A Case of Spontaneous Recovery from 
Detachment of the Retina. Lavcet, Lond., 1915. 
CIXxxviil, 14 By Surg., Gynec. & Obst. 

Eason reports a case of spontaneous recovery 
from detachment of the retina with a duration of 
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The 
transparent detachment involved considerably more 
than the lower half of the fundus, obscuring the 


fifteen days in an eye with high myopia. 


disc and macular region. There were neither 
vitreous opacities nor signs of inflammation and 
vision was reduced to a bare perception of light. 
The patient was advised that at best the chances 
for recovery were extremely remote, in consequence 
of which she decided to go on with her usual oc- 
cupation without the prolonged treatment usually 
outlined. Twenty-one days after the sudden loss 
of vision the retina was everywhere smoothly re- 
placed and transparent, and the field of vision was 
complete. G. D. THEoBaLp. 


Roe, A. L.: Collosol Argentum and Its Ophthalmic 
Uses. Brit. M.J., 1915, i, 104. 

By Surg., Gynec. & Obst. 

Roe considers collosol of undisputed value in 
gonorrhoeal ophthalmia, hypopyon keratitis, paren- 
chymatous keratitis, dacryocystitis, and ulcerative 
blepharitis. He has used this preparation many 
thousands of times and has never known it to cause 
the slightest irritation or staining of the conjunctiva. 

G. D. THroBacp. 


Graef, C.: Prevention and Treatment of Suppura- 
tive Ophthalmia. NV. V. M. J., 1915, ci, 100. 
By Surg., Gynec. & Obst. 
Graef considers the subject of suppurative 
ophthalmia chiefly from the standpoint of gonor- 
rhocal infection in the newborn. An _ important 
fact, however, to be borne in mind is that organisms 
other than the gonococcus are very frequently the 
cause of this disease, and if this were more widely 
recognized and remembered, hesitation or refusal 
to carry out the simple and safe ounce of prevention 
that Credé introduced would disappear as it should. 
Statistics are given to show that to to 15 per cent 
of all cases of blindness — and among children fully 
one-fourth of all cases — are due to this preventable 
cause; surely a heavy indictment. Graef makes the 
astonishing statement that from reliable investiga- 
tion there is no justifiable grounds for placing even 
one-half the blame upon midwives — that physicians 
are the more often at fault. To bear out this state- 
ment it is shown that the Massachusetts Charitable 
Eye and Ear Infirmary reported 116 cases of 
ophthalmia neonatorum, and that all but 2 of 
these cases were attended by physicians; again, 
“surely a heavy indictment.” Avoiding injury to 
the cornea and guarding against overactive meas- 
ures of treatment, hourly cleansing, the judicious 
use of iced compresses and 15 per cent protargol 
every three hours are advocated as more effective 
than the Kalt treatment. Francis LANeE. 


Clough, H. T.: Prevention of Blindness from the 
Standpoint of Trachoma, Gonorrhoea, and 
Syphilis. J. Maine M. Ass., 1915, v, 197. 

By Surg., Gynec. & Obst. 
After briefly considering the preventive measures 
which should be religiously practiced by every 




















medical man, Clough broaches the sociological as- 
pect of the subject and aptly asks: ‘‘What can 
the medical profession do to prevent the two great 
causes of blindness, syphilis and gonorrhaa?”’ 

In the handling of this particular phase of the 
subject it is set forth that the physician takes but a 
minor part, because he cannot legally point to this 
or that case as one resulting from the social evil 
and then warn the public ‘to beware.’ Just as 
long as the sexual thermometer reaches the boiling 
point, warning, no matter how timely, will not 
prevent the contracting of venereal diseases, but 
teaching the public their consequences will result 
in earlier and more faithful treatment on the part 
of those infected, with the result that much can be 
done to lessen the ravages of the disease. 

FRANCIS LANE. 


Stark, H. H.: The Effect of Syphilis in Injury of 
the Eye. Arch. Ophth., 1915, xliv, 40. 
By Surg., Gynec. & Obst. 

The author treated a miner who had a small 
piece of rock removed from his right eye for syphilis 
with one-fourth grain injections of succinimide of 
mercury and atropine locally for ten days. He 
found papular syphilides midway between the root 
of the iris and the pupil with hypopyon — a finding 
contrary to Fuchs. 

He operated upon a Mexican for left senile 
cataract. The patient contracted iridocyclitis on 
the twelfth day which did not respond to atropine. 
A positive Wassermann was obtained, following 
which salvarsan, potassium iodide, and mercury 
treatment was given. Eighteen months later the 
right lens was removed after a negative Wassermann 
with no complications. 

From these and fifty other cases Stark concludes 
that complications following operations on the eye 
arise from syphilitic infection. C. A. Macnry. 


Veasey, C. A.: Purulent Meningitis Following 
Penetration of an Eyeball by a Fishhook. 
Arch. Ophth., 1915, xliv, to. 


By Surg., Gynec. & Obst 


Veasey enucleated the left eye of an aged, highly 
nervous man fifty-seven hours after injury by a 
fishhook. Preliminary examination showed an 
open corneal wound with ragged edges, and the iris 
bathed with pus. There was marked loss of hearing 
in the right ear, preceded by severe headache and a 
highly nervous condition. The temperature was 
104.6° perrectum. There was no nausea and no vom- 
iting. Examination of the enucleated eye showed a 
thin grayish line extending toward the optic nerve. 
Kighty hours after the accident, symptoms of puru- 
lent meningitis set in, and on the sixth day the 
patient died. 

The author cites the history of thirty-four other 
cases, twenty-nine of which were fatal, meningeal 
symptoms having manifested themselves in most 
of these cases within forty-eight hours. The fatal 
cases terminated in from two to four days thereafter. 
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He concludes with C. Devereux Marshall, who re- 
corded eight fatal cases in 6,580 enucleations, that 
infection had taken place before enucleation, and 
that meningitis may result from extension of the 
process by contiguity of the tissues or through the 
blood or lymph streams. He advises the use of 
strong antiseptics locally, following evacuation of 
the pus. C. A. Macuy. 


Gradle, H. S.: Concerning Removal of the Eye- 


ball; Exenteration Versus Enucleation. -lrch. 
Ophth., 1915, xliv, 29. By Surg., Gynec. & Obst. 


The author gives a résumé of 153 cases of enu- 
cleation (67) and exenteration (86) performed during 
the past four years in the German University Eye 
Clinic in Prague. After discussing the advantages 
and disadvantages of each operation, he shows that 
enucleation is a preventive of sympathetic ophthal- 
mia only when performed in time. He points 
out that if we accept Romer’s theory that the cul- 
ture medium flourishes only in the uvea, and there 
being a lack of continuity of the uveal tissue, sym 
pathetic infection must be through the blood or 
lymph paths, then neither enucleation nor eviscera 
tion can prevent the development of the disease. 

If, on the other hand, we accept the theory ad- 
vanced by Elschnig in 1910, that sympathctic 
ophthalmia develops when the entire system is 
sensitized by the absorption of broken-down uvea 
in the form of antigens, which requires at least 
fourteen days, Gradle asserts that the source of 
the antigenic absorption — traumatic inflamed 
uvea — can be removed by careful evisceration as 
well as by enucleation. He maintains that it is 
still an open question as to whether enucleation of 
a panophthalmitic eye is liable to result in meningi 


tis, for he holds that the infectious material is 
carried intraocularly before the operation takes 
place. 


In conclusion, the author states that evisceration 
with no choroidal remnants adherent to the scleral 
capsule is possible except in cases of malignant 
growth and phthisis bulbi, while enucleation may 
be performed in all cases with the possible exception 
of very virulent panophthalmitis. 

C. A. Macny. 


EAR 


Oppenheimer, S.: Metastatic Complications of 
Suppurative Otitis Media. NV. }. M/. J., 1915, 
ci, 49. By Surg., Gynec. & Obst. 

The author lays stress upon the possibility of 
arthritic inflammatory processes being due to an 
ear infection, and cites five cases in which this 
relationship was established. 

The nature of the complication is metastatic, 
due to a thrombophlebitis with bacteremia. The 


joint trouble may be so severe as to mark the 
primary trouble in the ear, and thus the patient 
be exposed to great danger because of the fact that 
undisturbed. 


the sinus trouble would be Con- 
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sequently the author advises that in all cases of 
arthritic inflammation, with an associated static 
lesion, it would be well to consider the latter as a 
likely primary causative factor. 

The other locations mentioned as being foci for 
metastases originating from an infective thrombo- 
phlebitis are: the spleen, lungs, skin, eyes, kidney, 
and heart. Otto M. Rort. 


Jones, E. L.: The Relation of the Rhinopharynx 
to the Middle Ear and Mastoid. J. Am. M. 
Ass., 1915, lxiv, 115. By Surg., Gynec. & Obst. 

The author contends that every case of acute 
middle ear inflammation must spring from a patho- 
logic rhinopharynx, however normal or symptom- 
less it may seem or may have been previously; 
consequently the most effective measures must be 
directed toward treating the nose and removing 
the cause of the ear trouble. 

In all cases, whether acute, subacute, or chronic, 
and regardless of the specific cause, the author 
forcibly swabs the rhinopharynx with a mixture of 
phenol, tincture of iodine, and glycerine, to which 
camphor and menthol have been added of sufficient 
strength to set up a violent reaction, with sore 
throat lasting from part of a day to several days. 

The author’s two formulas are: 

1. Fifteen grains each of camphor and menthol 
rubbed to a liquid, 1 dram of compound tincture of 
iodine, 2 drams of alcohol, and sufficient glycerine 
to make 1 ounce. This is called the camphor- 
menthol compound. 

2. One part phenol, one part tincture of iodine 
saturated with potassium iodide, and two parts 
glycerine. This is known as the I. & A. C. Comp.— 
the iodine and acid carbolic compound. 

Method of application: Use a strong applicator 
to which is fixed a cotton mop. Dip first in the 
I. & A. C. Comp. and squeeze against the bottle neck 
to remove excess; then dip in the camphor-menthol 
compound and rub against the bottle neck only sufti- 
ciently to prevent dripping. Introduce into the 
nasopharynx and rub forcibly. 

In the painful stage of acute inflammation or 


in the acute catarrhal stage without pain, the 
nostrils are first sprayed or swabbed with 2 to 4 
per cent cocaine and 1:1000 adrenalin. The ap- 


plication is made only once in 24 hours. 
Orto M. Rort. 


Bledsoe, R. W.: Treatment of the Middle Ear 
Through the Eustachian Tube. Kentucky 
M.J., 1915, xiii, 16. By Surg., Gynec. & Obst, 

In the treatment of the middle ear through the 
eustachian tube, it is essential to study the nose and 
throat in order to eliminate any predisposing fac- 
tors before they have caused extensive or permanent 
damage. Any abnormality or condition, acute or 
chronic, which alters or interferes with the physi- 
ological functions of the nose and throat, may be 
regarded as a predisposing factor which may later 
be followed by tubal or tympanic trouble, or both. 
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The author prefers catheterization as the most 
satisfactory and scientific method of inflating the 
eustachian tube, employing a pure soft silver cath- 
eter passed with great gentleness and dexterity 
and regulating the quantity and force of air passed 
through the catheter by use of the auscultation tube. 

He uses this method of treatment in cases of 
moderate or acute pain in the ear of a few hours’ 
duration where the drum is slightly injected and 
retracted; in tubal and middle ear inflammation of 
mild degree and in inflammations of a severe grade 
he uses catheterization under strict asepsis in con- 
junction with paracentesis. ELiten J. PATTErson. 


Alexander, G. J.: Nasal Obstructions as the Cause 
of Disease of the Middle Ear. J. Opith., Otol. 

& Laryugol., 1915, xxi, 36. 
By Surg., Gynec. & Obst. 


The author mentions four types of such cases: 

1. Those coming primarily for treatment of ear 
conditions who have concomitant nasal obstruction, 
which may be the predisposing factor in the etiology 
of the ear condition. 

2. Those coming for treatment of a nasal ob- 
struction, who, at the same time, have or have had 
an affection of the ear. 

3. Those coming for treatment of both conditions. 

4. In those cases with an ear condition that 
continues in spite of conservative treatment, a 
nasal obstruction as the exciting cause may be 
found. 

The following forms of nasal obstruction are 
mentioned in the order of their importance, and 
the methods by which they involve the middle ear 
are discussed: (1) adenoids, (2) deflected septum, 
(3) ridges and spurs, (4) thickening of the septum, 
(5) hypertrophic and hyperplastic rhinitis, (6) 
polypi, (7) foreign bodies, (8) packings in nose, and 
(9) neoplasms. 

The diseases of the middle ear resulting from the 
above are: (1) acute otitis media, (2) acute sup- 
purative otitis media, (3) chronic suppurative 
otitis media, and (4) a chronic adhesive process. 

Orto M. Rort. 


Stimson, G. W.: Breakage and Removal of Eu- 
stachian Applicator. J. Am. M. Ass., 1915, Ixiv, 
430. By Surg., Gynec. & Obst. 

The part of the Yankauer applicator that was 
broken off consisted of the cotton tip and an inch 
of the twisted wire applicator. The method of 
removal consisted in passing another dry cotton- 
tipped applicator and twirling it around, which 
procedure caused the dry cotton to engage the 
broken end of the wire and it was thus easily re- 
moved. Orro M. Rort. 


Palen, G. J.: Bezold’s Mastoiditis; a Third Series 
of Cases. J. Ophth., Otol. & Laryngol., 1915, XXi, 45. 

By Surg., Gynec. & Obst. 

The author reports 11 cases: 2 cases had a dis- 
tinct history of chronic otorrhoea; 8 cases followed 
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acute middle ear conditions, and one case presented 
a very doubtful middle ear history, the mastoiditis 
seeming to be almost primary. 

In seven cases there was discovered a fistula 
through the inner surface of the tip leading into the 
digastric fossa. 

In three cases the fistula was through the outer 
portion of the tip, but beneath the tendinous at- 
tachment of the sternomastoid or splenius capitis 
muscles. In one case no fistula could be found. 

The brawny swelling in the neck occurred ante- 
rior to the tip in four cases; in four cases it appeared 
posterior to the tip; in two cases directly below the 
tip, and in one case the swelling extended anteriorly 
and posteriorly. 

Necrotic defects of the inner plate, over the 
lateral sinus with exposure of the sinus, were 
found in seven cases. In four cases the canal 
lumen was narrowed through swelling of its outer 
posterior portion. In two cases the drum was intact. 

Orto M. Rorr. 


Fowler, E. P.: The Origin of Labyrinthine Rest- 
Tone. J. Am. M. Ass., 1915, Ixiv, 118. 
By Surg., Gynec. & Obst. 

The author’s deductions concerning the crigin of 
labyrinthine rest-tone are as follows: 

1. Physiologic endolymph movements excite 
impulses from the end-organs, which are interpreted 
as sensation complexes from all the ampulla. li 
the impulses from the two labyrinths approximately 
balance, or through practice are balanced by the 
aid of the coédrdinating apparatus, no sensation 
of movement is experienced. Binaural galvanic or 
caloric reactions with the head anywhere in the 
anteroposterior vertical plane demonstrate this 
clearly, as does the rotation of bilaterally non- 
functionating labyrinths. 

2. The body normally receives a sensation- 
complex (and a tonus) in the anteroposterior vertical 
plane approximately equal from its two sides, but 
in all other positions various complexes (toni) must 
be forthcoming, depending mainly on the position 
of the head. Any other assumption would not 
account for balance phenomena observed in the 
various positions of the body. 

3. Labyrinth tonus originates from all the laby- 
rinth end-organs. Post-destruction phenomena also 
prove this to be true. 

4. Endolymph stress is amply capable of main- 
taining static control in rest, as it does so in action. 

5. Positive endolymph stress, within the canals 
at rest, can occur only because of connection cur- 
rents ever present therein. 
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The author explains the occurrence of connection 
currents in health in one of two ways: 

1. By a difference in temperature between the 
inner and outer labryinth walls. This may be 
stimulated by binaural caloric irrigations. Under 
this influence the moment the head is moved from 
the anteroposterior vertical plane, there arise 
marked unbalance phenomena, due to the placing 
of the canals in one side of the head more nearly in 
the optimum and those within the other side of the 
head more nearly in the pessimum position for 
caloric reactions. This theory of thermic differences 
is therefore improbable in health. 

2. By a constant but variable difference be- 
tween the temperatures within the ampulle and 
the non-ampullated portions of the canals. 

The author then mentions several facts which lend 
support to his theory of labyrinth tonus. 

Orro M. Rorr. 
Two Cases of Otitic Extradural 
Edinb. M. J., 1915, xiv, 38. 
By Surg., Gynec. & Obst. 


Fraser, J. S.: 
Abscess. 


The author reports two cases of otitic extradural 
abscess in the posterior fossa. In the first case 
the symptoms closely resembled those of septic 
thrombosis of the sigmoid sinus, and operation re- 
vealed an extradural perisinous abscess. Healthy 
red granulations were, however, seen on the anterior 
wall of the sinus, and in view of the soft condition 
of the sinus and the healthy appearance of the 
granulations on its anterior wall, and in spite of 
the occurrence of one rigor, the author did not open 
the sinus or ligate the jugular, but waited to sce 
if rigors recurred or if the temperature rose to over 
100° F. on two successive nights. The course of 
events justified the non-interference with the sinus. 

In the second case the symptoms resembled 
those of basal leptomeningitis; viz., headache, stiff- 
ness of neck, Kernig’s and Babinski’s signs, in- 
creased tension of cerebrospinal fluid with turbidity 
on the occasion of the first lumbar puncture. 
There was, however, an absence of the restlessness 
so characteristic of purulent otitic meningitis; the 
patient was in fact rather drowsy, and the headache 
was not so severe as to cause the child to cry out. 
Some of the more severe symptoms of purulent 
meningitis were also absent, such as photophobia, 
pain on pressure on the eyeballs, and paresis of the 
ocular muscles. The symptoms pointing to a 
lesion of the posterior fossa were: spontaneous 
nystagmus, spontaneous pointing error, — slight 
Rombergism and deviation on walking with the 
eyes shut. Orro M. Rorr. 
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Hays, H.: The Surgery of the Posterior Tip of the 
Inferior Turbinate; the Relation of the Pos- 
terior Tip to Catarrhal Deafness and Tinnitus. 
Am. J. Surg., 1915, Xxix, 20. 

By Surg., Gynec. & Obst. 

Hays states that the importance of the posterior 
tip of the inferior turbinate in the causation of 
deafness is not often appreciated. He describes 
the following operation: 

The turbinate is first well cocainized and then 
the posterior tip is infiltrated with about 30 mm. 
of one-quarter of one per cent cocaine solution with 
equal parts of adrenalin. This balloons the tip 
sufficiently to make it easy to operate upon. An 
angular pair of scissors is introduced, closed, be- 
neath the turbinate. By rotating the blades up- 
ward and inward the turbinate is fractured at 
right angles. An incision is now made in the tur- 
binate at the posterior third, deep enough to in- 
troduce the tip of a wire snare. The wire is 
passed over the enlarged tip and the shank of the 
snare pressed firmly into the incision. By closing 
the wire the posterior tip is firmly grasped and snared 
off. A small strip of bismuth subnitrate gauze is 
then placed against the cut surface. 

The author has noticed considerable improve- 
ment in cases of deafness after the posterior tip 
was removed in this way. 


Freer, O. T.: The Inferior Turbinate; Its Flap Re- 
section to Reduce It When Obstructive. J. 
Mich. St. M. Soc., 1915, xiv, 7. 

By Surg., Gynec. & Obst. 


The operation is done under cocaine anesthesia 


with the patient in a semirecumbent position. The 
light employed is the Kirstein headlamp. An 


assistant standing behind the patient’s head holds 
the nostrils open with two of the Freer’s improved 
shortened nasal retractors. The operator usually 
needs a third retractor held in his left hand to pull 
open the nostril downward in order to permit him 
to see better along the nasal floor. With the 
knife a horizontal incision is made to the bone from 
the hindmost end of the turbinate forward along 
its lower border to its very front, terminating there 
in an upward sweep by a vertical cut which lies 
across the foremost part of the turbinate. 

From the horizontal part of the incision the knife 
is used to elevate upward as much of the » ap as 
possible. The operator then continues its elevation 
from in front from the vertical part of the incision 
by means of the raspatory, the sharp elevators or 
knives from the author’s septum set. When the 
entire flap is loosened it may be pushed upward 
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out of the way into the middle meatus. Now 
the chisel, with its bevel looking toward the nasal 
floor, is applied to the foremost attachment of the 
lower turbinated bone and made to follow the line 
of merging of the lower vertical part of the turbi- 
nate with its upper horizontal part. The loosened 
piece of bone is grasped with forceps, and any 
adhering shreds of membrane are cut by the sharp 
elevator. The flap is smoothed down, and if the 
posterior end is hypertrophied, it is cut away by 
the knife. 

The nose is packed with layer packing of lint 
impregnated with dry subniirate of bismuth 
powder. After three or four days the strips become 
movable and loose of their own accord, when they 
are extracted. The external nostril should, how- 
ever, be kept closed to the air current for about ten 
days by a small wad of cotton. When the patient 
is permitted to use his nostril, he should be instructed 
to anoint it with an ointment of lanolin and oil of 
vaseline, equal parts, with boracic acid forty grains 
to the ounce, for a peried of two to three weeks. 

Orro M. Rort. 


Hanger, F. M.: An Intranasal Operation with a 
Guide for the Cure of Dacryocystitis.  Luryigo- 
Scope, 1915, XXV, 23. By Surg., Gynec. & Obst. 

The author recommends his operation for the 
cure of dacryocystitis only in those cases where 
probing the nasal duct with Theobald’s probe No. 

12 or 13 has failed to obtain results. 

After thorough cocainization of the nasal duct 

a Theobald’s No. 13 probe is introduced and left 

in situ as a guide during operation. After cocain- 

ization of the inferior turbinal and nasal wall, the 
inferior turbinal is severed with Struycken’s nasal 
forceps and about one-third of the bone cut away, 
when the lower end of the probe is seen in the lower 
meatus. Withdrawing the probe slowly the open- 
ing is rapidly enlarged with a gouge, chisel, or punch 
forceps until the nasal wall is removed above the 
stricture. 

It is best to pack the nose with a strip of gauze 
for twenty-four hours and irrigate the lachrymal 
sac for a few days. ELLEN J. PAtrerson. 


Glogau, O.: A Case of Dacryocystorhinostomy. 
Laryngoscope, 1915, XXv, 28. 

By Surg., Gynec. & Obst. 

The author describes his modification of Halle’s 

operation for dacryocystitis, which is performed in a 

few minutes and saves the patient from the annoy- 
ing probing during after-treatment. 

The technique is as follows: After cocainization 

of the nasal wall, the sac is washed out through the 

















slit canaliculus, cocainized, and a lachrymal probe 


introduced. At the anterior attachment of the 
middle turbinal the bone together with its lining of 
mucous membrane is chiseled away until a hole 3 
mm. in diameter is formed and the chisel strikes the 
probe. <A thin blunt-pointed probe with an eyelet 
at one end through which No. 2 white silk is threaded 
is introduced and drawn through, leaving the silk 
drain. The ends of the silk are tied at the canalic- 
ulus, no external dressing being used. Medicament 
is applied by means of the silk, which remains in 
place several weeks. ELLEN J. PAtrerson. 


Kahn, H., and Gordon, L. E.: The Use of Pituitary 
Extract as a Coagulant in the Surgery of the 
Nose and Throat. J. Am. M. Ass., 1915, lxiv, 301. 

By Surg., Gynec. & Obst 
Pituitary extract (Parke, Davis & Co.) adminis- 
tered hypodermatically in the dose of 12 minims to 
children and t5 minims to adults, not less than 
fifteen minutes before the intended anasthetic, 
materially reduces the coagulation time of the blood 
and reduces the hemorrhage following operations 
upon the nose and throat. These observations were 
made upon children and the effect upon the blood- 
pressure was variable. Eten J. Parrerson. 


Hill, G. W.: Skiagram of Frontal Region Showing 
Symmetrical Fronto-Ethmoidal Cells Extend- 
ing Above Roof of Orbit. Proc. Roy. Soc. Med., 
1914, viii, Laryngol. Scct., 2. 

By Surg., Gynec. & Obst. 

In reference to this skiagram, showing accessory 
fronto-ethmoidal cells extending far outwards be- 
tween the frontal sinus floor and roof of the orbit, 
it had been assumed hitherto that the occasional 
presence of these cells, first described by Sir St. 

Clair Thomson under the name “orbito-ethmoidal,”’ 

could only be ascertained by the Killian technique, 

and this assumption had been used as an argument 
for the inadequacy of the Ogston type of operation. 

The cells, however, could be seen by radiography 

quite clearly and could at least be drained by Good’s 

type of operation. Orro M. Rorr., 


Hill, G. W.: Skiagrams of Frontal Sinuses Oper- 
ated on by Good’s Method. Proc. Roy. Soc. 
Med., 1914, villi, Laryngol. Scct., 2. 

By Surg., Gynec. & Obst. 

Hill recently performed Good’s type of prenasal 
operation for enlarging the frontal ostium on five 
frontal sinuses, using Good’s special bone rasps. 

He admitted that the technique appeared to be 

both easy and safe, but thought it too early to 

speak of the permanent results; the immediate 
relief, however, was surprising. Otro M. Rorr. 

Haseltine, B.: Obscure Sinus Disease in Relation 
to General Health. J. Opiith., Olol. & Laryngol., 
1OtS, Xi, 13. By Surg., Gynec. & Obst. 


se 


obscure sinus infections,” the 
infections 


By using the term 


author desires to exclude those acute 
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easily recognized and to emphasize the fact that the 
low-grade, chronic, often unrecognized, sinus disease 
is the one most insidious in its effect upon general 
bodily health. Such a patient may have no marked 
symptoms calling attention to the nose or sinuses, 
perhaps with no history other than what he calls 
slight catarrh,” and possibly even with no objective 
symptoms discovered by the usual cursory rhinologi- 
cal examination. 

The following general conditions are mentioned 
and discussed as being caused by this obscure in- 
fection: 

1. Chronic anemia or chronic toxemia. 

2. Hyper- and hypothyroidism. 

3. Chronic rheumatism or recurring rheumatoid 
arthritis. 

4. Otosclerosis. 

5. Bronchial asthma. 

The following local diagnostic measures are men- 
tioned for recognizing these obscure conditions of 
the sinuses: 

1. Thorough rhinological inspection, or repeated 
luspections at various times including shrinking 
of intranasal ssues, postural tests, use of the naso- 
pharyngoscope. etc. 

2. Argyrol tamponade by the method of Dowling 
repeated if necessary. 

3. Transillumination and réntgenography. 

4. Bacteriological study including cultures from 
the nasal and sinus secretions. Orro M. Ror, 


Brose, L. D.: Nose, Throat, Ear, Orbital, 
Intracranial Complications in 
nus Diseases. Luryigoscope, 1015, ie 

By Surg., Gvnec. & Obst. 


and 
Accessory Si- 


X 


Complications in accessory sinus discases may be 
intranasal, as obstructed nasal breathing; of the 
throat, as pharyngitis, adenoid or tonsillar hyper 
plasia, laryngitis, tracheobronchitis, or spasmodic 
asthma; orbital by continuity of structure or in a 
mechanical way by pressure on the optic nerve; 
intracranial, as meningitis or brain abscess; and in 
the ear, secondary to pharyngitis. 

ELLEN J. PATTERSON. 


McKenzie, D.: Brain Abscess Secondary to Frontal 
Sinus Suppuration; Drainage; Recovery. /ro. 
Roy. Soc. Med., 1914, viii, Laryngol. Sect., vo. 

By Surg., Gynec. & Obst. 

The patient, a young man, aged 27, was taken to 
the hospital with a fistula in the right eyebrow 
leading into the frontal sinus of that side. 

The history was as follows: Six weeks before, the 
patient, who had for some time been troubled with a 
purulent discharge from the nose, suddenly devel- 
oped an abscess in the right upper orbital region 
with high fever and some delirium. After the 
abscess had been opened and freely drained, these 
constitutional symptoms rapidly disappeared and 
the patient recovered sufficiently to go to business, 
and to lead an altogether normal life. As the fistula 
did not close, however, he was taken to the hospital. 
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An X-ray examination having been made ac- 
cording to routine, the patient was admitted for 
operation. The X-ray plate showed a ‘*normal,”’ 
that is, an air-filled, sinus. Under general anes- 
thesia the author inserted a probe into the frontal 
sinus through the fistulous opening and was sur- 
prised to find that it passed an unusually long way 
into the cavity of the skull. so that it seemed as if 
it were an enormous frontal sinus. But on opening 
up the sinus it was found to be quite small, with a 
second fistulous opening in its posterior wall leading 
to a large abscess, seemingly within the frontal 
lobe. About 6 drams of fetid pus were evacuated. 
The fistula having been slightly enlarged, a drainage 
tube was placed in the abscess cavity with its outer 
end projecting from the supra-orbital wound. The 
débris removed from the abscess contained cerebral 
cortical tissue. 

The patient improved very nicely. No untoward 
symptoms made their appearance and a month 
later the brain abscess cavity was apparently 
obliterated and the tube lying amid granulations. 
It was therefore removed, and after another tube 
had been inserted through the infundibulum and 
out at the anterior nares, so as to drain the sinus, 
the forehead wound was entirely sutured. 

The only symptom which might have been due 
to the brain abscess was a rather slow pulse-rate, 
about 60. There was no appreciable interference 
with the intellectual powers; no changes in the optic 
disc; no emotional disturbances; and no paretic or 
paralytic phenomena. Otro M. Rort. 


Halle: Intranasal Operations in Suppurative 
Diseases of the Accessory Sinuses of the Nose 
(Die intranasalen Operationen bei eitrigen Er- 
krinkungen der Nebenhéhlen der Nase). Arch. f. 
Laryngol. u. Rhinol., 1914, Xxix, 73. 

By Surg., Gynec. & Obst. 

Halle points out the advantages of intranasal 
over external operations and describes the latest 
modification of his intranasal operation. Forty- 
two illustrations of the procedure show the different 
steps. 

The incision begins as high up as possible on the 
nasal wall and is carried down below the anterior 
end of the middle turbinate. A flap of periosteum 
and mucous membrane is separated from the bone. 
This gives a clear view of the field of operation. 
The middle turbinate is separated from the as- 
cending ramus of the superior maxillary and pushed 
aside. It is removed only if diseased. The agger 
nasi and a part of the ascending ramus are removed 
and a Ritter’s bougie introduced into the sinus 
cavity. This gives a better view of the ethmoid 
labyrinth than an external incision. A_ pear- 
shaped burr is introduced in place of the bougie for 
the removal of the floor of the frontal sinus. A 
pliable curette is introduced through the opening 
and the sinus curetted out. The middle turbinate 
is replaced and a flap of periosteum and mucous 
membrane covers the wound. 
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Seventy-six cases have been operated on by the 
method with no deaths due to the operation. There 
was one death from meningitis which had already 
begun to develop when the patient was admitted. 
This intranasal method is to be preferred to ex- 
ternal operation, except in extreme cases. 

A. Goss. 


Tilley, H.: Aspergillosis of the Maxillary Antrum. 
Proc. Roy. Soc. Med., 1914, viii, Laryngol. Sect., 10. 
By Surg., Gynec. & Obst. 

The symptoms of this condition are: persistent 
discharge of mucus or mucopus; fits of violent 
sneezing with the occasional expulsion of grayish- 
white viscous masses; headache, with neuralgic 
pains in and around the cheek and eye. 

The nasal mucosa is generally pale and oedema- 
tous, and strong solutions of cocaine have little effect 
in reducing this condition. Transillumination re- 
vealed marked opacity of the antrum, and it was 
impossible to obtain a return of the fluid when 
irrigation was attempted through an exploring 
trochar. 

On removal of the bone one is at once struck by 
the bluish-gray glistening surface of the antral 
contents and the absence of bleeding. The ma- 
terial is easily separated from the walls of the sinus; 
its consistence and appearance are remarkably 
like the contents of a muscatel raisin with the stones 
or pips removed; so viscous is it that it is easier 
to scrub than to wipe it from a curette or spoon. 
The Caldwell-Spicer-Luc operation is used. 

The following is a summary of the histological 
report made by Prof. S. G. Shattock: 

Closely as some of the microscopic appearances 
simulate an alveolar type of tumor, of which the 
stroma has undergone mucinoid degeneration, it 
seems more correct to regard the formation as a 
pseudoplasm somewhat akin to the pseudomyxoma 
of the abdomen, which results from the effusion of 
mucin from a distended appendix, or of the mucinoid 
contents of an ovarian cyst into the peritoneal 
cavity. The formation is best viewed as consisting 
of mucin secreted by the mucosa under irritation, 
and subsequently inspissated, the fissures or less 
resisting lines of which have been invaded with 
polymorphonuclear leucocytes, as in the first stage 
of the organization of a blood-clot. It contains no 
fiber and no capillaries. 

In regard to its pathogenesis, the disease may pro- 
visionally be attributed to the growth of the myce- 
lium. On this assumption the disease would be a 
mycosis of the mucosal surface. A comparison of the 
mycelium with that of actinomyces, blastomyces 
albicans, and of aspergillus brings out its morpho- 
logical likeness to the last-named; while the rarity 
with which sporothrix produces mycelium in the 
living body, and the fact that when this does occur 
the mycelium is accompanied by the presence of 
ovoidal yeastlike ‘‘spore-bodies,” would exclude 
a sporotrichosis. Such a view of its mycotic patho- 
genesis harmonizes with the observation that in 























certain of the cases the disease has in its course 
affected not only the antrum but parts of the nasal 
cavity. Orro M. Rorr. 


THROAT 
Tonsillectomy During Acute 


South. M.J., 1915, viii, 59. 
By Surg., Gynec. & Obst. 


Harrison, W. G.: 
Endocarditis. 


After reviewing some of the literature on the 
sequela of acute tonsillitis, Harrison reports six 
cases in which tonsillectomy was performed during 
an attack of acute endocarditis, the operation thus 
performed being of distinct value in relieving the 
cardiac trouble. 

The following conclusions are appended: 

1. Rheumatism or acute rheumatic fever, with 
its frequent complications of endocarditis, pericardi- 
tis, chorea, etc., is often the result of acute cryptal 
tonsillitis. 

2. The milder attacks of tonsillitis with lower 
temperature and transient sore throat are more 
apt to be followed by arthritis than are the severe 
attacks of tonsillitis. 

3. It is often wiser to perform tonsillectomy 
during an acute attack of endocarditis and remove 
the source of infection than delay with the hope 
of operating after the acute attack has subsided. 

4. The tonsil crypts can sometimes be cleansed by 
local applications and by syringing with antiseptic 
solutions, but in spite of the most assiduous care 
it will sometimes be impossible to find every focus. 

5. Cultures should be made from the tonsil in 
all cases of joint or heart involvement and properly 
preserved. From these cultures vaccines can be 
made and the patient properly treated with them 
in cases where the fever and other signs of infection 
do not disappear within a reasonable time after 
operation. Orto M. Rorr. 


Vanderhoof, D. 
lectomy 
Scope, 1915, XXV, 20. 


A.: Abscess Following Tonsil- 
Under Local Anesthesia. Laryigo- 
By Surg., Gynec. & Obst. 

The author reports the case of a healthy man, 
aged 23, upon whom he performed tonsillectomy 
under local anesthesia, using 30 drops to each tonsil 
of approximately a 1:10,000 solution of adrenalin 
and a 2 per cent solution of novocaine. 

On the evening of the fifth day following operation 
the left jaw became sore, and ten days later a hard 
tense swelling with no area of fluctuation had de- 
veloped under the left inferior maxilla, the left eye 
was swollen shut, the blood count showed a leuco- 
cytosis, and upon exploration externally pus was 
found deep over the region of the submaxillary 
gland. 

Two days later pus discharged spontaneously into 
the throat from an opening in the lower part of the 
operative field on the left, though the tonsillar 
field had remained normal following operation. 
Three weeks after operation the patient had entirely 
recovered. ELLEN J. PATTERSON. 
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Elphick, G. J. F.: Heemostatic Guillotine. 
Roy. Soc. Med., 1914, viii, Laryngol. Sect., 26. 
By Surg., Gynec. & Obst. 
The instrument was designed for the complete 
enucleation of tonsils, which are removed from their 
beds with their capsules without loss of blood. 
The method used is approximately that of 
Sluder, but, in addition to the one cutting blade, 
there is a crushing blade, which enters between the 
anterior faucial pillar and the tonsil, and effectually 
crushes all vessels between the capsule of the tonsil 
and its bed. When the crushing blade has been 
pushed home, it remains locked in this position by 
the Hagedorn catch at the base of the handle of the 
instrument. A light pair of fixation forceps is then 
applied to the protruding tonsil, and the cutting 
blade, which enters between the crushing blade 
and the tonsil, is pushed home. The tonsil is lifted 
out on the fixation forceps. The crushing blade, 
being still applied to the vessels which have been 
cut through, may be left on for a few moments and 
then gradually released by pressing down the catch 
with the little finger. Orro M. Rorr. 


Proc, 


Thomson, St. C.: Intrinsic Epithelioma of the 
Larynx, Suitable for Laryngofissure. Proc. 
Roy. Soc. Med., 1914, viii, Laryngol. Sect., 23. 

By Surg., Gynec. & Obst. 


The patient, aged 69, complained of absolutely 
nothing except hoarseness, which had been coming 
on for six months. The whole of the left vocal cord 
was replaced by a red, knobby, ulcerating infiltra- 
tion; the cords moved well; the rest of the larynx 
was quite normal; there were no enlarged glands. 
The Wassermann reaction was negative. There 
were no indications of tubercle. He was a non- 
smoker. 

The case was shown to illustrate the difliculty of 
diagnosing certain cases of epithelioma of the vocal 
cord. The infiltration was not suitable for removing 
a portion for microscopic examination. It was 
proposed to treat the case by laryngofissure, for 
which it seemed eminently suited. 

Ortro M. Rort. 


Shambaugh, G. E., and Lewis, D. D.: Laryngeal 
Diverticula. Ann. Surg., Phila., 1915, lxi, 41. 
By Surg., Gynec. & Obst. 

Three types of laryngeal diverticula are found: 
viz., (1) the extralaryngeal; (2) the combined, 
in which an extra- and intralaryngeal sac com- 
municating with each other are present; and (3) 
the intralaryngeal. 

The following conclusions are given after a study 
of the literature of these rare conditions: 

1. The sudden formation of the diverticula and 
the early age at which symptoms often develop 
would indicate that they are probably congenital, 
and that they are analogous to the lateral air sacs 
found in howling monkeys. 

2. The true diverticula are constant in their 
position, appearing either as the extralaryngeal, 
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intralaryngeal, or combined type. The extralaryn- 
geal sac can be removed easily, as in most cases the 
pedicle is small and there is little or no intralaryn- 
geal prolongation. 

3. The intralaryngeal and combined types are 
best treated by excision. In cases in which the 
intralaryngeal sac cannot be enucleated after in- 
cision of the thyreohyoid membrane, the thyroid 
cartilage may be split longitudinally in front of the 
superior horn. By this method the enucleation 
of the internal sac can be made practically exira- 
laryngeally. 

Intralaryngeal methods consisting of splitting 
of the sac and partial removal of the wall are un- 
satisfactory, for the posterior extension of the sac 
is removed with difficulty, if at all. Air and pus 
collecting within this extension causes a recurrence 
of symptoms. Orto M. Rort. 


Ingals, E. F.: Symptoms and Diagnosis of Laryn- 
geal Tuberculosis. Laryigoscope, 1915, XXV, 13. 
By Surg., Gynec. & Obst. 

For the detection of the earliest manifestations 
of tuberculosis the author thinks a careful analysis 
of the history should be made, including hereditary 
tendency, together with a careful examination of 
the objective signs of departure from health. 

He considers the early symptoms of tuberculous 
laryngitis as those of an ordinary cold continuing 
for several weeks attended by a hacking cough with 
little or no expectoration, some weakness of voice, 
hoarseness, loss of weight and strength, some rapid- 
ity of pulse, and a slight afternoon elevation of 
temperature. Other early signs of tuberculosis are 
anemia of the mucous membrane of the nasal 
cavities, especially of the palate, and a thinness or 
atrophy of the laryngeal walls, with later a pale 
dense swelling of the epiglottis and pyriform swelling 
of one or both aryepiglottic folds. 

The later signs are dysphagia due to ulceration 
of the larynx, with the symptoms of pulmonary 
tuberculosis superadded to the local symptoms. 

ELLEN J. PATTERSON. 
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Loeb, V.: Acute Parenchymatous Glossitis. J. 
Am. M. Ass., 1914, Ixiii, 2020. 
By Surg., Gynec. & Obst. 

The author briefly reviews the subject, which he 
deems rather rare. The several types are known as 
(1) acute, parenchymatous, deep, phlegmonous, and 
interstitial. 

It is noticed most frequently during the winter 
months and attacks males more frequently than 
females, occurring between the ages of 20 and 4o. 

The etiological factors are exposure to cold and 
dampness with a lowered resistance, although at 
times it does follow the infectious diseases, especially 
scarlet fever. No specific germ has been isolated, 
though streptococci and staphylococci have been 
found. 
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Predisposing causes are injuries, such as those from 
carious teeth, faulty dental work, tooth-picks, etc. 
Gerhard adds corrosive substances, hot liquids, 
and stings of insects. 

The affection begins with pain, which comes on 
suddenly and increases in severity, affecting no 
particular area. 

The organ swells rapidly, filling the oral cavity, 
often protruding; the temperature rises; salivation 
ensues, and the patient is in danger of suffocation. 
Deglutition and respiration are difficult and the 
cervical lymphatics are palpable. 

The differential diagnosis lies between it and the 
acute swelling due to salivary, calculous, and other 
acute swellings in the floor of the mouth. 

The pathology is that of an acute violent in- 
flammation with intense injection of the lymph- 
vessels, chiefly in the musculature. The prognosis 
should be guarded on account of possible complica- 
tions. Bennett gives a mortality of 3 per cent. 
Recovery may be by resolution, or suppuration may 
result, and gangrene may develop. The treatment 
should be immediate and surgical, deep longitudinal 
incisions being made along the dorsum on either side 
of the median line. If a deep abscess at the base of 
the tongue develops which cannot be reached 
through the tongue, it must be attacked from with- 
out. Gangrene should be treated by the cautery. 

in all cases antiseptic mouth washes should be 
used freely, together with cold applications and 
morphia to control pain. 

The author reports a case showing a photograph 
of a protruding tongue, conical in shape. No pus 
was found after 1o aspirations, which by the pro- 
fuse bleeding induced reduced the congestion. 

Continuous cold applications to the tongue, with 
morphia, nasal and rectal feeding, within four days 
so reduced the size of the tongue that the patient 
could talk and even swallow with difficulty. 

An acute nephritis was present, which also re- 
sponded to proper treatment. H. A. Ports. 


Rosenow, E. C.: Mouth Infection as a Source of 
Systemic Disease. J. Am. M. Ass., 1914. Isiii, 
2020. By Surg., Gynec. & Obst. 

The author has found that the organisms in 
some of the more chronic infectious lesions are 
quite different from the organisms found in the 
focus of infection at the same time; this, however, 
does not minimize the importance of the focus 
of infection in any way, as the organisms in the 
tissues may have undergone a change, which fact 
would modify the action of an autogenous vaccine 
made from the focus, as it would not contain the 
proper antigens. Observation has led him to believe 
that it is in the focus of infection that the changes 
in virulence and the different affinities for various 
structures are acquired; in other words the focus 
of infection is to be looked upon, not only as the 
place of entrance of the bacteria, but also as the 
place where the organisms acquire the peculiar 
property necessary to infect. 




















While the mouth is probably the most common 
source of infection, one should look further. In 
connection with acute infections (rheumatism) the 
author cites a case in which repeated thorough ex- 
aminations had been made but no focus found until 
it was located by isolating a streptococcus from the 
intestinal tract, which when injected into animals 


produced rheumatism. The patient was immunized 
for a long time by a vaccine made from that or- 
ganism. Later he had trouble with his teeth, and 
his dentist found an alveolar abscess and pyorrheea. 
From this mouth which showed no signs of inflam- 
mation the author made cultures which produced 
rheumatism in an animal. 

Another case in which the focus of infection was 
overlooked was that of a boy who had an acute 
attack of rheumatism with endo- and pericarditis, 
which developed ten days after the boy had suf- 
fered a crushing injury to his thumb. A culture 
from a necrotic area on the thumb revealed a 
streptococcus like that of rheumatism which pro- 
duced rheumatism in an animal. To find the causa- 
tive focus of infection not only the stomatologist but 
the general practitioner and surgeon should be 
consulted. H. A. Potts 


Mayo, C. H.: Mouth Infection as a Source of Sys- 
temic Disease. J. Am. AM. Ass., 1914, Ixiii, 2025. 
By Surg., Gynec. & Obst. 

Since all animal life depends on some other form 
of cell life, vegetable or animal, it seems but the 
part of all life to carry on this process of germinative 
development and maturity. It is only the resis- 
tance of healthy cells that prevents the inroads of 
the myriads of ever-present bacteria and animal 
parasites which are striving to get a foothold that 
they may in turn carry on their life work. Disease, 
then, is an inflammatory process from infection 
and the efforts at repair. It may also be chronic 
from the failure of cell life through lack of defense, 
from defective nutrition and advancing age. The 
diseases of childhood are largely preventable. 

Infections which produce the greatest number of 
diseases enter the system by way of the alimentary 
and respiratory tracts, and the great importance of 
the well-known diseases of the nasal passages with 
their sinuses, the lymphoid tissue of the pharynx, 
including the tonsils, and the diseases of the gums 
and teeth, are now more generally appreciated. 
Smithies has shown, contrary to the current belief, 
that the acid gastric juice destroys bacteria, that 
the gastric juice from 2,406 patients with ‘‘stomach 
complaint”? contained bacteria in 87 per cent, and 
from a study of his findings it appears that the com- 
mon forms of pus-producing organisms have their 
proliferation retarded in gastric juice, but that 
bacilli (often of the colon group) as well as lep- 
tothrix buccales thrive in the stomach. 

Bacteremia occurs in all infectious diseases, and 
according to their number and virulence the blood 
responds in slight or extreme degree to the symptoms, 
general and local, constituting the disease. 
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The author refers to the work of Rosenow not 
only in showing bacterial mutation, but in showing 
that the gastric mucosa is attacked from behind 
through the blood stream by bacteria which live 
in the blood and have a selective action for these 
particular areas causing ulceration. 

Septic bile, which in the majority of cases is 
caused by infection carried to the liver through the 
portal circulation, is changed in that it fails to 
activate the pancreatic and duodenal secretion, 
thus making various phases of indigestion with 
qualitative rather than quantitative food trouble. 

Acid-bathed or acid-secreting surfaces are very 
subject to cancerous change, while alkaline-bathed 
surfaces are much less liable to be involved. 

The infected mouth shows a tendency to acid 
reaction and it is through this acid change that we 
have an additional danger in cell degeneration of 
a malignant type from irritation. 

The author advises a more etfective school in- 
spection by competent men. IH. A. Ports. 


Billings, F.: Mouth Infection as a Source of Sys- 
temic Disease. J. Am. MM. Ass., 1914, Ixiii, 2024. 

By Surg., Gynec. & Obst. 

The author confines his remarks to ‘alveolar 
infection as related to systemic disease,”? advising 
the use of radiographic films, as by no other method 
can the exact condition of the alveoli and roots of 
teeth be determined. General systemic conditions 
may cause mouth infection and alveolar disease, 
but whether primary or secondary, alveolar in- 
fection may be the dominant factor in the produc 


tion of malignant endocarditis (streptococcus 
viridans), chronic arthritis, and myositis. The 
streptococcus-pneumococcus group — apparently 


comprise the important pathogenic bacteria  re- 
lated to systemic disease, and such systemic disease, 
due to focal infection, is probably hematogenous, 
resulting in embolism of small and terminal arteries, 
causing ischemic hemorrhage and endo-arterial 
proliferation, resulting in interstitial overgrowth, 
cartilaginous, osseous, vegetative, and other morbid 
changes, dependent on the tissue infecied. 

The author cites the experiments of Axhausen, 
who ligated the blood supply to joints and produced 
conditions simulating arthritis deformans to ex 
plain the action of the bacterial emboli in causing 
the above-mentioned joint changes. 

To manage and investigate these patients re- 
quires team-work by specialists. 

After the focus or foci have been removed by 
various means, including, if necessary, the use of 
autogenous vaccines, the patients must have their 
natural defences against systemic infection strength- 
ened by rest, both mental and physical, good air, 
wholesome food, optimistic surroundings, restora- 
tive tonics, and other drugs. 

Pain must be relieved and at first: passive ex- 
ercise followed by active graduated exercise in 
order to restore the circulation in the affected parts 
and to hasten the restoration. H. A. Ports. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


GENERAL 


SURGERY 


SURGICAL TECHNIQUE 


Note.— The bold face figures in brackets at the right of a reference indicate the page of this issue on which an 


abstract of the article referred to may be found. 


Operative Surgery and Technique 

Ligatures in places that are difficult of access. H. A. 
BECKH-WIDMANSTETTER. Miinchen. med. Wehnschr., 
1914, Ixi, 1516. 

Aseptic and Antiseptic Surgery 

Disinfection of the skin. FrANz. Ztschr. f. Geburtsh. 
u. Gynik., 1915, Ixxv, 897. 

Disinfection of the hands. 
Wehnschr., 1915, xli, 195. 

Disinfection of the field of operation with tincture of 
iodine and other solutions. J. ScHuMACHER. Deutsche 
med. Wchnschr., to15, xli, 220. 


Hipster. Deutsche med. 


Anesthetics 
A portable positive-pressure apparatus for administra- 


tion of ether by intratracheal insufflation. A. W. WIL- 
LtiaMs. J. Am. M. Ass., 1915, Ixiv, 138. 
Ether insufflation anesthesia. J. H. Evans. N. Y. 


M. J., 1915, ci, 202. 

The use of heated ether and oxygen in prolonged opera- 
tions. B.F. Hirt. Hahneman. Month., 1915, 1, 0. 

Syncope and fatal asphyxia under nitrous oxide-oxygen. 
H.C. Luxe. N.Y. M. J., 1915, ci, 207. 

Anoci-association in theory and practice. 
South. Calif. Pract., 1915, xxx, 3. 

Anti-noci association: a corollary to Dr. Crile’s anoci- 
association. N. RoseEwATER. Lancet-Clin., 1915, exiii, 
129. 

Local anesthesia in the hands of the practicing physician. 
O. Krauser. Reichs-Med. Anz, 1915, x], 4, 21. 


A. B. COOKE. 


SURGERY OF THE 


Head 


Hidradenoma cylindromatosum of the scalp. 
NEN. Beitr. z. klin. Chir., 1915, xcv, 205. 

Epithelioma of the scalp adherent to the skull; removal 
with resection of the skull; protection of the dura mater 
with a muscle-flap from the temporal. H. Morestin. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 103. 

A case of complete scalp evulsion. R. MULLER. 
z. klin. Chir., 1914, xciv, 10. 

Two cases of cancer of the forehead adherent to the 
skull. H. Morestix. Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 486. 

Cancer of the face adherent to the malar bone; removal 
with resection of the malar bone; opening of the maxillary 
sinus; closure of the breech in the sinus with a flap of 


H. Cor- 


Beitr. 


Local ane sthesia in hernia. C.T.SovuTHER. 
Digest, 1915, xX, II. 

Local anesthesia in operations for hernia and lacerated 
perineum. R. Durry. Lancet-Clin., 1915, cxiii, 15. 

Local analgesia in surgical operations. A. L. FLEM- 
MING. Med. Press & Circ., 1915, xcix, 62. 

The chemistry of scopolamine. J. W. Warnwricur. 
Am. Med., 1915, x, 21. 

Technique of the scopolamine-narcophine narcosis, 
with notes on its adaptation and use. R. McPHERSON. 
Ohio St. M. J., 1915, xi, 7. 

Local and nerve-blocking anesthesia as substitutes for 
general anesthesia. E. Hotzwartu. Deutsche Ztschr. 
f. Chir., ro15, cxxxii, 381. 

Nerve-blocking by paravertebral anesthesia. P. W. 
StrceL. Deutsche med. Wchnschr., 1914, xl, 1416. [479] 

Case of death from spinal injection of novocaine. C. 
ScaAnDOLA. Gazz. d. osp., 1915, XXXVi, 50. 

Lumbar anesthesia with novocaine. L. 
Clinique, Bruxelles, 1914, xxviii, 417. 


Therap. 


THIRIAR. 


Surgical Instruments and Apparatus 


Transportable extension dressing. H. T6prer. Deut- 
sche med. Wchnschr., 1915, xli, 219. 
Blood-vessel clamps of practical utility. 
HEIM. Ann. Surg., Phila., 1915, lxi, 96. 
The Romeo three-bladed uterine curette. 
Med. Rec., 1915, Ixxxvii, 103. 
The surgical saw. FE. HOLLANDER. 
IQT5, CVi, 316. 


B. M. Brern- 
P. Romeo. 
Arch. f. klin. Chir., 


HEAD AND NECK 
muscle. H. Morestix. Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 100. 
Osteoplastic surgery of the face. 
Am. M. Ass., 1915, Ixiv, 203. 
Modification of technique for harelip operation. 
Lapp. Boston M. &S. J., 1915, clxxii, 54. 
Treatment of stubborn trifacial neuralgia by injection of 
alcohol into gasserian ganglion. G. Hirscue1. Miinch- 
en. med. Wchnschr., 1915, lxii, 5. 
Clinical and experimental studies upon the injection oi 
alcohol into the gasserian ganglion for the relief of trigem- 
inal neuralgia. C. M. Byrnes. Bull. Johns Hopkins 
Hosp., 1915, XXvi, 1. [479| 
Tumor of the parotid adherent to the skin; removal and 
immediate autoplasty. H. Morestin. Bull. et mém. 
Soc. de chir. de Par., 1915, xli, 438. 


W. W. Bascock. J. 
W. E. 


562 

















BIBLIOGRAPHY OF CURRENT LITERATURE 503 


Cancer of the parotid with invasion of the skin; total 
removal of parotid without resection of ascending ramus; 
extensive ablation of skin and cervical glands; protection 
of temporomaxillary joint by muscle-flap. H. Morestrn. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 105. 

Malignant tumor of the jaw developed from an accessory 
parotid. H. Morestin. Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 420. 

Myopathic constriction of the jaws and Le Dentu’s 
operation. H. Morestin. Bull. et mém. Soc de. chir. 
de Par., 1915, xli, 314. 

Constriction of the jaws by osteoma of the masseter 
following fracture of the ascendi ramus. H. Morestin. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 225. 

Resection of the jaw. KE. Bertram. Deutsche Monat- 
schr. f. Zahnh., 1915, xxxiii, 87. 

Fractures of the inferior maxilla; a report of 1,065 
cases treated. H.S. Dunninc. J. Am. M. Ass., 1915, 
Ixiv, 132. 

Perforating injury of the skull in the occipital region; 
polyuria; dysphagia; tachycardia; recovery. J. Dupont 
and J. Trotster. Bull. et mém. Soc. méd. d. hép. de 
Par., 1915, XXXi, 21. 

Osteoplastic resection of the skull in decompression 
operations on the brain. S. Morr. Lancet, Lond., 1915, 
clxxxviii, 66. 

Hemorrhage from middle meningeal artery due to 


traumatism; hemiplegia; motor aphasia; osteoplastic 
flap for ligation of vessel; recovery. M.S. KAKELS. Am. 
J. Surg., 1915, xxix, 16. [480] 

Hypopituitarism in chronic hydrocephalus. L. J. 


Pottock. J. Am. M. Ass., 1915, lxiv, 305. 

Remarks on diagnosis of brain tumor in connection 
with a case operated upon. M. Orconomakis. Neurol. 
Centralbl., 1915, xxxiv, 87. 

Concerning the results of operations for brain tumor. 
H. Cusuinc. J. Am. M. Ass., 1915, lxiv, 180. 

Contribution to the study of the structure of enceph- 


alocystocele. C. Savint. Ann. Surg., Phila., 1015, 
Ixi, 10. 
Observations on cerebral surgery. J. H. Kenyon, 


Ann. Surg., Phila., 1915, xi, 17. 

Some points in the differential diagnosis of cerebellar 
abscess and cerebellar lues. R. B. CANFieLp. J. Mich. 
St. M. Soc., 1915, xiv, 43. 

Changes in the cells of the pineal gland on complete 
removal of the genital organs. KE. RuGcerr. Riv. di 
patol. nerv., 1914, xix, 640. 

The functions of the pituitary body. 
Practitioner, Lond., to15, xciv, 147. 

Diseases of the hypophysis and functional diagnosis of 


S. VINCENT. 


polvglandular diseases. K. Csépat. Deutsche Arch. 
f. klin. Med., 1ror4, cxvi, 461. [480] 
Neck 


Two cases of lymphosarcoma of the neck. 
Strahlentherap., 1915, v, 651. 

Tuberculosis of the 
SPENCE. 


BEGOUIN. 


cervical lymph-nodes. T. B. 
Long Island M. J., 1915, ix, 24. 





Relation of the tonsils, adenoids, and other throat 
conditions to tuberculous cervical adenitis. G. L. Ricu- 
ARDS. Boston M.&S. J., 1915, clxxii, 1. 

The treatment of tuberculous cervical adenitis. 
CHApWICK. Boston M.&S. J., 19015, clxxii, 5. 

Experimental study of the significance of the carotid 
gland. Berke. Beitr. z. klin. Chir., 1915, xev, 343. 

The physiology of the thyroid gland. H. H. Date. 
Practitioner, Lond., 1915, xciv, 16. 

The histology of the thyroid in animals fed on various 
diets. M. Doucrias. J. Pathol. & Bacteriol., 1915, xix, 


2 


H. D. 


Z. 

Thyroid insufficiency. EK. HerroGue. 

Lond., 1915, xciv, 26. 
Diseases of the thyroid. 

Lieger, 1915, Ixxvii, 51. 
Confusional mania in a patient with hypertrophy of the 

thyroid; rapid recovery after thyroidectomy. C. PArnon. 

Wien. med. Wcehnschr., 1915, Ixv, 18. 


Practitioner, 


Kk. NoRREGARD. Ugesk. f. 


Tayroid transplantation. E. Payr. Arch. f. klin. 
Chir., 1914, cvi, 16. [481] 
Transplantation of the thyroid. T. Kocuer. Arch. f. 
klin. Chir., 1914, cv, 832. {481} 


A comparison of autoplastic and homeeoplastic trans- 
plantation of thyroid tissue in the guinea pig. C. Hresset- 
BERG. J. Exp. Med., 1915, xxi, 164. 

Hyperthyroidism: its etiology, symptomatology and 
treatment. J. B. Haskins. J. Tenn. St. M. Ass., 1015, 
vii, 380. 

Boiling water injections into the thyroid gland for 
hyperthyroidism. M.F. Porter. Surg., Gynec. & Obst., 
O15, XX, 1: 

The serum treatment of hyperthyroidism. 5S. P. 
BerBe. J. Am. M. Ass., 1015, Ixiv, 413. [482| 

Kxophthalmic goiter. LL. WititaAms. Practitioner, 
Lond., 1915, xciv, 04. 

Exophthalmic goiter. H. H. 
Surg., 1915, XXvili, 12. 

Exophthalmic goiter and its treatment. J. 
N. Y. St. J. Med., rors, xv, 4. 

Basedow’s disease and the thymus. Arch. 
f. klin. Chir., 1914, cv, 924. {484| 

Lingual goiter, with a discussion of myxcedema and 
post-operative tetany. R. Ascu. Deutsche Ztschr. f. 
Chit., 1084, CEXK,. $93. |484| 

Goiter as it was known one hundred years ago. B. L. 
Spitzic. Cleveland M. J., 1915, xiv, 31. 

The present status of the goiter question. 
St. Paul M. J., 1915, xvii, 30. 

Endemic goiter. R.MCCArrRIson. 
IQ15, XCiv, 70. 

Study of the etiology of endemic goiter. T°. MrssERLI. 
Zentralbl. f. Bakteriol. u. Parasitenk., 1914, Ixxv, 211. 

Stimulating effect of réntgen treatment in goiter and 
Basedow’s disease. R. Kitnp6ck. Fortschr. a. d. Geb. 
d. Réntgenstr., 1915, xxii, 5or. [484] 

The effects of goiter operations upon mentality. W. 
S. BArnBripGcE. Med. Press & Circ., 1915, xcix, 86. 

The parathyroid glands. A. F. Hertz. Practitioner, 
Lond., 1915, xciv, 107. 


Grant. Internat. J. 
ROGERS 


A. Kocuer. 


R. EARL. 


Practitioner, Lond. 








SURGERY OF 


Chest Wall and Breast 


Bilateral myeloid chloroma of the mammary gland. 
M. Reid. Beitr. z. klin. Chir., 1914, xev, 47. 

A case _of supernumerary mammary glands. R. Po- 
KORNY. Casop. Iék. Eesk., 1914, liii, 516. 


Echinococcus cysts of the supraclavicular fossa. G. 
Marsivcia. Riforma méd., 1915, xxxi, 61. 
Cleido-cranio-dysostosis in which the removal of the 


outer part of the imperfect right clavicle relieved severe 


symptoms from pressure on the brachial plexus. F. J. 
Poynton and H. M. Davies. Proc. Roy. Soc. Med., 
1914, villi, Sect. Dis. Child., 21. [485| 


Some cases of osteomyelitis of the ribs. P. ZACHARIAE. 


Hosp.-Tid., Kjobenh., 1915, lviii, 120. 


Artificial pneumothorax. M. Fisuperc. Med. Rec., 
1915, Ixxxvii, 1. 
Artificial pneumothorax. M. Woxrrr and Eurevicu. 


Fortschr. a. d. Geb. d. Réntgenstr., 1915, xxii, 518. [485] 
Pleural effusion with artificial pneumothorax. A. 
Faciuott. Riforma méd., 1915, xXxxi, 39. 
Results in the treatment of pulmonary 
by filling and related methods. G. BAgEr. 
Tuberk., 1914, xxiii, 200. 
Intercostal thoracotomy in empyema. 


tuberculosis 
Ztschr. f. 


H. LILieNTHAL. 


N. Y. M. J., 1915, ci, 191. 

Experimental study of the thymus. M.Frescu. Beitr. 
z. klin. Chir., 1915, xcv, 376. 

Experimental and clinical study of the thymus. O. 


n 
Arch. f. klin. Chir., evi, 172 


thy 
NORDMANN. 17 


1OT4, 


SURGERY OF 


Abdominal Wall 


The closure of defects of the abdominal 
GoEBEL. Beitr. z. klin. Chir., 1914, xciv, 14. 

Pneumoperitoneum of three days’ duration following 
resection of a carcinomatous rectum; evacuation of the 
gas and of a pelvic abscess; recovery; no recurrence after 


and Peritoneum 
Cc; 


wall. 


five years. J. D. Marcotm. Lancet, Lond., 1915, 
clxxxviii, 64. 
Pseudomyxoma of the peritoneum and vermiform 


appendix. Lotu. Beitr. z. klin. Chir., 1914, xciv, 47 


Tuberculosis of the peritoneum in early childhood. A. 
B. MARFAN. Rev. internat. de la tuberc., 1914, xxv, 395. 

Tubercular peritonitis; treatment by X-rays. MoLaArb. 
Ann. d’electrobiol. et de radiol., 1914, xvii, 178. 

Réntgen treatment of tubercular peritonitis. E. 
ALBERTARIO. Gazz. med. ital., 1914, Ixv, 161, 171, 181. 


Irrigation of the peritoneum with ether: an experimental 


study. P. Santy. Lyon Chir., IQ14, Xl, 313. 

Certain physical signs referable to the diaphragm; 
their importance in diagnosis. R. Dexter. Lancet- 
Clin., 1015, Cxili, 70. 


Subphrenic abscess. N.O. Ramstap. J.-Lancet, 1915, 
XXXV, 30. 

Direct inguinal hernia. J. J. 
Homceop., 1915, vii, 781. 

Results of plastic repair of inguinal hernias with the 
sartorius muscle. C. MANTELLI. Gazz. d. osp. e d. 
clin., Milano, [486] 


H. Foses. Am. Inst. 


IQI4, XXXV, 2023. 


INTERNATIONAL ABSTRACT OF SURGERY 


THE 






CHEST 


Treatment of hypertrophy of the thymus. 


THE 
U. Fran- 
CHETTI. Riv. di clin. pediat., 1914, xii, 925. 

Operations on the thymus and their effects on the body. 
H. Kiose. Therap. Monatsh., 1915, xxix, 6. 


Trachea and Lungs 
Emergency tracheotomy. V. THOM. 
schr., 1915, lii, 181. 
Change of position of foreign bodies aspirated into the 
lungs. E. Scuwarz. Beitr. z. klin. Chir., 1914, xcev, 74. 


Berl. klin. Wchn- 


Heart and Vascular System 


A successful case of heart suture. BaAtumBacu. Miinch- 
en. med. Wchnschr., 1915, lxii, 8. 
Surgery of the heart. C. G. KircHner. J. Mo. St. 


M. Ass., 1915, Xii, I. 


Pharynx and (sophagus 
Suppuration of bronchial glands with perforation into 
the cesophagus. G. Ketirnc. Arch. f. Verdauungs- 
krankh., 1915, XXi, 35. 
An interesting case of foreign body in the oesophagus. 
Brau. Ztschr. f. Laryngol., 1915, vii, 467. 
Removal of an open safety pin from the cesophagus 


A. 


under suspension. W. B. CHAMBERLIN. Laryngoscope, 
IQI5, XXv, 18. [485] 

Epithelioma of the cesophagus. J. L. I. Moore. Proc. 
Roy. Soc. Med., 1914, viii, Laryngol. Sect., 8. [486| 


(Esophageal stricture; report of a case. I. LEDERMAN. 


Pediatrics, 1915, XXvii, 10. 


ABDOMEN 


Diaphragmatic hernia; report of five cases. J. D. S. 
Davis. Tr. South. Surg. & Gynec. Ass., Asheville, 1914, 
Dec. [486| 

Report of hernia operations 1909-1911, and their per- 


manent results. J. ZuLtiiG. Beitr. z. klin. Chir., 1914, 
XCV, 157. 
Inflammatory tumors of the omentum. L. PETER- 


HANWAHR. Arch. f. klin. Chir., 1915, evi, 355. 
Diagnosis and treatment of occlusion of the mesenteric 
vessels. Rupp. Deutsche med. Wehnschr., 1915, xli, 163. 


Gastro-Intestinal Tract 


Diagnosis of secretory insufficiency of the stomach in 
its early stages. M. EureNretcH. Berl. klin. Wchnschr., 
1914, li, 1546. [487] 

The réntgen examination of the gastro-intestinal tract. 


J. F. Boone. Clinique, Chicago, 1915, xxxvi, 16. 

Radiographic gastro-intestinal diagnosis; a note ot 
warning. J. R. VerBrycke, Jr. Wash. M. Ann., 1015, 
xiv, II. 


The réntgenologic diagnosis of surgical lesions of the 
stomach and duodenum. G. E. BREwer and L. G. CoLe. 
Ann. Surg., Phila., ro15, Ixi, 55. 

Negative diagnosis of surgical lesions of the stomach 
and cap. L. G. Cote. Am. J. Réntgenol., 1914, ii, 407. 

Operative treatment of acute hemorrhage of the stom- 
ach. G. ALBerts. Deutsche Ztschr. f. Chir., 1014, 
CXxx, 3098. [488] 




















BIBLIOGRAPHY OF CURRENT LITERATURE 


Foreign bodies in the gastro-intestinal tract. H. G. 
Watson. South. Calif. Pract., 1915, xxx, 22. 

Hair-ball in the stomach; other foreign bodies in the 
gastro-intestinal tract. W. C. Carrot. J.-Lancet, 
IQ15, XXXV, 25. 

Report of a case of acute dilatation of the stomach. A. 
Mayorat, Jr. J. Am. M. Ass., 1915, lxiv, 146. 

The operative procedure in treatment of gunshot wounds 
of the stomach and intestines. J. A. Kitump. Penn. M. 
J., 1915, xviii, 301. 

Experiments in the transplantation of gastric mucous 
membrane. W. Dootix. Surg., Gynec. & Obst., 1915, 
ax, 53. [488] 


Benign tumors of the stomach. A. M. CAmpBELL. 


Surg., Gynec. & Obst., 1915, xx, 66. 
Some elementary features of the X-ray diagnosis of 
gastric carcinoma, gastric and duodenal ulcer. R. D. 


CARMAN. Canad. M. Ass. 
Roéntgen diagnosis of 
STIERLIN. Cor.-Bl. f. schweiz. 
Carcinoma of the stomach. 
M. News, 1015, vil, 12. 
The gastric analysis in some ulcers and cancer of the 
stomach. C. V. BrnpLtey. Texas M. News, 1915, xxiv, 


2 


i}; £058; -¥;, 26 [488] 
carcinoma of the stomach. E. 
Aerzte, 1915, xlv, 97, 140. 


R. J. McEwen. West. 


02. 
Syphilitic ulcer of the stomach; report of a case ex- 
amined histologically. H.L. McNem. J. Am. M. Ass., 
1915, Ixiv, 430. 

Tetany and ulcer of the stomach. F’. SCHILLING. 
Verdauungskrankh., 1915, xxi, 72. 

Ultimate results in two hundred and fifty operative 
and non-operative cases of deep ulcer of the body of the 


Arch. 


stomach. Havpek. Deutsche Gesellsch. f. Chir., rorg. 
; [489] 
The status of hunger pain in gastric disease. R. 


UPHAM. 
Problems in stomach surgery, 


J. Am. Inst. Homeeop., 1915, vii, 811. 
especially the effect of 


gastro-enterostomy. H. Brun. Deutsche Ztschr. f. 
Chir., 1915, Cxxxii, 511. 
Ulcer of the pylorus. A. Maruizu. Rev. gén. de 


clin. et de thérap., 
Syphilitic pyloric stenosis. 
M. J., 1915, viii, 38. 

Stenosis of the pylorus and displacement of the stomach 
from perigastric adhesions resulting from a gunshot wound. 
H. SrrperGreir and A. VeitH. Deutsche med. Wchn- 
schr., 1915, xli, 100. 

The pylorus after 


IQI5, XXiX, 14. 


T. B. Huspsarp. South. 


gastro-enterostomy for congenital 


pyloric stenosis. D. Lewis and C.G.Gruier. J. Am. 
NL. Ass., 1915, lxiv, 410. _ 
Diagnosis of ulcer of the duodenum. O. WULFF. 


Hosp.-Tid., Kjobenh., 1915, lviii, 105. 

The ‘positive diagnosis’ of duodenal ulcer. A. FE. 
Barciay. Arch. Réntg. Ray, 1915, xix, 280. 

Duodenal ulcer: its diagnosis and treatment. EK. H. 
Kinc. Eclect. Rev., 1915, xviii, 5. 

Operative treatment of ulcer of the duodenum. 
Beitr. z. klin. Chir., 1915, xcv, 282. 

The so-called arteriomesenteric occlusion of the duode- 
num. E. Mercutor. Berl. klin. Wehnschr., 1914, li, 
1637, 1660. [490] 

A case of perioration of a typhoid ulcer of the jejunum; 
suture of the perforation; recovery. P. TuRNER. Guy’s 
Hosp. Gaz., 1915, xxix, 56. 

A suggestion in cases of late operation for intestinal ob- 
struction. J.C. Jounston. Med. Rec., 1915, Ixxxvii, 2 

Acute intussusception in childhood. W. B. THorninc. 
Southwest J. M. & S., ror5, xxiii, 20. 

A cylindroma of Meckel’s diverticulum. F. 
Deutsche Ztschr. f. Chir., 19014, cxxviii, 612. 


WENDT. 


KASPAR. 


6 


wal 


A case of gangrene of Meckel’s diverticulum as a result 
of volvulus. Monti. Wien. med. Wehnschr., 1015, 
Ixv, 93. 

Lipomata of the intestine. W. HENGSTENBERG. Arb. 
a. d. Geb. d. path. Anat. u. Bakteriol., 1914, viii, 230. 

Penetrating wound of the abdomen; laparotomy and 
suture of five intestinal perforations; recovery. Dupont 
and Kenpirpyy. Bull. mém. Soc. de chir. de Par., 
1915, xli, 276. 


Intestinal anastomosis. F.Reper. Lancet-Clin., 1914, 
cxii, 662. 1490} 
Aseptic entero-anastomosis. H. S$. BuLMAnn. Ugesk. 


f. Leger, 1915, Ixxvii, 66. 
The absorption of protein and fat after the resection 


of one-half of the small intestine. W.W.PALMErs. Am. 
J. M. Sc., 1914, cxlviii, 856. {491| 
Physiology of the appendix. HertLte. Deutsche Gesell- 
sch. f. Chir., ror. |492| 
A series of filiform appendices. H. K. Bonn. Surg., 


Gynec. & Obst., 1915, xx, 78. 

Appendiceal dyspepsia. J. J. Gi-pripe. 
1915, Xvili, 285. 

The black (pigmented) appendix. W. H. 
Lancet, Lond., 1915, clxxxviii, 173. 

Benign tumors of the appendix, especially myxoma. 
W.E. Danny. Beitr. z. klin. Chir., 1914, xev, 1. 

The Bastedo sign in the differential diagnosis of chronic 
appendicitis. C. W. Biscuorr. Monatschr. f. Geburtsh. 


Penn. M. J., 


BATTLE. 


u. Gyniik., 1914, xl, 398. [493] 
The muscle symptom in chronic appendicitis. N. M. 
Workowitscu. Russk. Vrach, 1914, xiii, 6or. {493} 


Diagnosis of destructive appendicitis. KE. EIsner. 
Deutsche Ztschr. f. Chir., 1915, cxxxii, 589. 


Appendicitis as seen by the internist; report based upon 


about 7oo cases. J. A. Licuty. Penn. M. J., 1015, 
xviii, 280. 

Causes of appendicitis. Oprirz. Deutsche Gesellsch. 
f. Chir., ro14. [494] 


Do worms, especially oxyuris, cause appendicitis directly 
or indirectly?) L. Ascuorr. Berl. klin. Wehnschr., 1914, 
li, 1504. {494 

New method of distinguishing the acute from the non- 
acute stage in appendicitis or salpingitis. M. Pervre 
and J. Boyer. Rev. internat. de méd. et de chir., 1014, 
XXxv, 164. {494| 

Chronic appendicitis in school children. C. FP. L. 
Lerpotpt. Med. J. South Africa, 1914, x, 86. 

Some conditions that simulate chronic appendicitis. J. 
Morey. Lancet, Lond., 1915, clxxxviii, 62. 

Appendicitis under field service conditions. A. W. 
Witiiams. N. Y. M. J., 1915, ci, 14. 

Appendicitis treated with anti-colon bacillus serum and 
vaccine. A.C. Guturie. Brit. M. J., 1915, i, 67 

Technique of appendectomy. B. Here. "Zentralbl. 
f. Chir., rors, xlii, 97. 

Two interesting cases of operation for appendicitis. 
G. Rummo. Riforma méd., 1915, cxxi, 1. 

Exposure of appendix by Cullen’s method; a simple way 
of removing an adherent retrocecal appendix through the 
ordinary gridiron incision. W. Neiiy, Jr. J. Am. M. 
Ass., 1915, Ixiv, 200. 

Intestinal stasis. 
Ixxxvii, 51. 

The nervous reflex symptoms of intestinal stasis. A. 
C. Brusu. Long Island M. J., 1915, ix, 9. 

The non-operative treatment of intestinal stasis and 
allied conditions. D. D. Roperts. Long Island M. 
J. 1908S, ix, §. 

Surgical treatment of chronic intestinal stasis. L. S. 
Pitcuer. Long Island M. J., 1015, ix, 1. 


P. R. Starkey. Med. Rec., 1915, 








566 
Pituitary extract in post-operative intestinal stasis. 
R. Durry. N.Y. M. J., 1915, ci, 72. [494] 


Possible effect of morphine on intestinal motility. 
H. Kk. Pancoast. Am. J. Réntgenol., ror4, ii, 540. 


Persistent embryonal type of large intestine. H. B. 
Detatour. Ann. Surg., Phila., 1915, Ixi, 73. [495] 


Surgical treatment of malignant tumors of the large 
intestine. R.BAsTIANELLI. N. Yorker med. Monatschr., 
1914, XXV, I71. 

Hirschsprung’s disease. W. E. 
J., 1915, xiv, 1 

Diverticulitis and sigmoiditis. P. 
z. klin. Chir., 1914, xciv, 78. 

The sigmoid flexure in health and disease. 
J. Trop. M. & Hyg., rors, xviii, 1. 


Lower. Cleveland M. 


SupEcK. Beitr. 


J. CANTLIE. 


Diseases of the sigmoid flexure. G. De.it PonrTrI. 
Naples: 1014. 
Modernized proctology. S. G. Gant. N. Y. M. J., 


1915, Cl, 97- 

Cases in which the diagnosis depended largely on rectal 
examination. C. O. HAwrnorne. Med. Press & Circ., 
IQI5, XCIX, 32. 

Rectal diseases. 
IQI5, XXXVI, 327. 

Polyposis of the rectum as a hereditary predecessor of 
carcinoma of the rectum. Jinciinc. Arb. a. d. 
Geb. d. path. Anat. u. Bakteriol., 1914, ix, 55. 

A continent terminal anus. V. AUBERT. 
de chir., 1914, xxiii, 230. 

Atresia of the anus. A. GoL_pReicu. Mitt. d. 
sellsch. f. inn. Med. u. Kinderh., Wien, 1014, xiii, 63. 

Apparatus for closing an inguinal artilicial anus. W. 
Burk. Miinchen. med. Wchnschr., 1915, Ixii, 187. 

Notes on fistula in ano, with special reference to its 
presence in children. P. H. Mirrcuener. Brit. J. Surg., 
1914, li, 364. 

Hemorrhoids and hyperchlorhydria. FE. 
Y.M. J., 1915, ci, 155. 

Treatment of hemorrhoids. M. von 
Deutsche med. Wchnschr., 1915, xli, 104. 


J. Monroe. Med. Summary, 


Arch. prov. 


Ge- 


PALieR. N. 


LENHOSSEK. 


Liver, Pancreas, and Spleen 

Two cases of injury of the liver. P. MAvCLAIRE. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 111. 

Primary cancer of the liver occurring in sheep. R. 
Donatpson. J. Pathol. & Bacteriol., 1015, xix, 333. 

Direct examination of the duodenal contents and bile 
as a means of diagnosis in diseases of the gall-bladder and 
pancreas. M. Ernnorn. Berl. klin. Wehnschr., 1914, 
li, 1888. [495] 

The mucous glands of the gall-bladder. J. FE. Exse. 
Northwest Med., 1915, vii, 12. 





INTERNATIONAL ABSTRACT OF SURGERY 


Cholecystitis. L. J. Jones. Kentucky M. J., 1015 
xiii, 68. 

The early diagnosis and treatment of gall-stones. G. 
F. KornLer. Northwest Med., 1915, vii, 8. 

Early diagnosis and operation for gall-stones. G. 


Torrance. N.Y. M. J., 1915, ci, 150. 

A case of xanthine calculus. J. RoseNBLoom. N. Y. 
M. J., 1915, ci, 120. 

Where do gall-stones form? H. S. Lotr. Internat. 
J. Surg., 1915, xxviii, 10. 

Modern views on biliary calculosis. J. L. Mortimer. 


Colo. Med., 1915, xii, 24. 

Experimental study of cholelithiasis. T. Aoyama. 
Deutsche Ztschr. f. Chir., 1914, CXxxii, 23.4. [495] 

The liver in its relation to operations on the biliary 
tract and the stomach. G. W. Crite. Canad. M. Ass. 
J <5 1055, ¥; T- 

Acute hemorrhagic pancreatitis; with remarks on the 
etiology of chronic pancreatitis. I. Eve. Lancet, Lond., 
1915, clxxxviili, 1. 

Condition of the reticular tissue in atrophy of the 
pancreas following ligation of the excretory duct. G. 


Maccia. Sperimentale, 1914, Ixviii, 523. 
Solitary subcutaneous injuries of the pancreas. Kk. 
UrsBan. Wien. med. Wcehnschr., 1915, lxv, 22. 


Experiments in free transplantation of the pancreas. 


A. A. NemiLorr. Dissertation, St. Petersburg, 1914. 
[496] 
A case of splenomegaly. G. Zaccarini. Deutsche 


Ztschr. f. Chir., 1915, Cxxxii, 406. 

Hemostatic effect of omentum applied to lesions of the 
spleen. O. Ortu. Allg. med. Centr.-Ztg., 1915, Ixxxiv, 17. 

Experimental study of the effect of extirpation of the 
spleen on the peripheral blood picture. KREUTER. 
Arch. f. klin. Chir., 1914, evi, tor. [496] 

Splenectomy for enlarged spleens with anemia. G. 
BARLING. Lancet, Lond., 1915, i, 220. 

Splenectomy, with some unusual pathological findings. 
P. C. Perry. South. M. J., 1915, viii, 40. 


Miscellaneous 

Réntgen diagnosis of unusual abdominal and subphrenic 
diseases. Atwens. Arch. f. physikal. Med., 1915, viii, 
315. 

The chronic abdomen; a review of nineteen cases of 
pericolitis and ileal kink in which the appendix had been 
previously removed. F. G. CONNELL. Surg., Gynec. & 
Obst., 1914, xix, 742. [496] 

Visceral ptosis. J. T. Boston M. & S. 
J., 1915, clxxii, 13. 


WILLIAMS. 


SURGERY OF THE 


Diseases of Bones, Joints, Muscles, Tendons — 
General Conditions Commonly Found 
in the Extremities 
An experimental study of osteogenesis. L. 
and £. WeHNER. Am. J. Orth. Surg., 1914, xii, 21, 
The relation of the periosteum to bone vitality. 
Stratton. Calif. St. J. Med., 1915, xiii, 23. 
Necrotic bone and the subsequent changes which it 
undergoes. D.B.PHEeMIsTeR. J..Am.M. Ass., 1915, Ixiv, 
DV. |497] 


MAYER 
3. [497] 
R. T. 


Some thoughts upon abdominal surgery. L. L. SHEp- 
DAN. J. Tenn. St. M. Ass., 1915, vii, 368. 

EXTREMITIES 

Calcification, J. H. Mummery. Guy’s Hosp. Gaz., 


IQI5, XXIX, Q. 
Callus formation after bone injuries. 
Berl. klin. Wehnschr., 1915, lii, 151. 
Three cases of radio-ulnar synostosis. 


D. HANSEMANN. 


C. Martix-Du 


Pan. Rev. méd. de la Suisse Rom., 1914, xxxiv, No. 12. 
Experimental rickets. J.Kocu. Berl. klin. Wehnschr., 
1914, li, 773, 836, 886. [498] 


The diagnosis and treatment of osteomyelitis. M. B. 
CLopton. Surg., Gynec. & Obst., rors, xx, 6. [498] 











Report of a case of typhoid osteomyelitis. Q. O. 
GILBERT. J. Mich. St. M. Soc., 1914, xiii, 714. [499] 
Osteitis fibrosa; report of a case. J. VAN ZWALUWEN- 


BURG. J. Mich. St. M. Soc., 1915, xiv, 46. 

Biological diagnosis of surgical tuberculosis. G. 
Wo rsoHNn. Zentralbl. f. d. Grenzgeb. d. Med. u. Chir., 
1914, XVili, 236. [499] 


The etiology and pathology of bone and joint tuberculo- 
sis. J. Fraser. J. Am. M. Ass., 1915, xiv, 17. [499] 
Local reactions in the heliotherapy of so-called surgical 
tuberculosis. G. A. Guyr. Paris méd., 1914, iv, 615. 
(500) 

Choice between operative and conservative treatment, 
especially heliotherapy of bone and _ joint tuberculosis. 
J. Kopp. Schweiz. Rundsch. f. Med., 1915, xv, 76. 

Tumor of the upper extremity of the femur. L. Brom- 
LEY. Proc. Roy. Soc. Med., 1914, viii, Sect. Dis. Child., 
5- (500) 

Clinical notes on malignant tumors of long bones. J. 
Berry. Internat. J. Surg., 1915, xxviii, 1. (501) 

A contribution to the study of ossification in sarcomata 
of bone. R. L. KNaccs and O. GRUNER. Brit. J. 
Surg., 1914, li, 366. (501) 

Myeloid chloroma. K. SAKAGUCHI. Mitt. a. d. med. 
Fac. d. k.-jap. Univ., Tokio, 1914, xiii, 197. 

Pigmented xantho-sarcoma of the extremities contain- 
ing giant cells. F. LANpors and M. Rerp. Beitr. z. 
klin. Chir., 1914, xcv, 56. 

Osteoma following a case of luxation of the tendon 7 


hind an exostosis of the tibia. W. Fiscuer. Arch. 
Orthop. Mech. u. Unfallchir., 1915, xiv, 1. 

Tetany and bone trauma. N. GuLeke. Arch. f. 
klin. Chir., 1915, cvi, 340. 

Isolated disease of the semilunar bone. G. BECKER. 


Beitr. z. klin. Chir., 1914, xciv, 172. ; 
A simple, easily regulable method of applying abduction 
in the treatment of shoulder disability. W.M. Brickner. 


Med. Rec., 1915, Ixxxvii, 15. [501] 
Coxa vara. J. Ripton. J. Am. Ass., 1915, lxiv, 
2109. [501] 


Coxa vara adolescentium traumatica. A. STEINDLER. 
J. Am. M. Ass., ro15, lxiv, 216. [502] 
Relation of focal infection to and the bacteriology of 
arthritis. FE. C. Rosenow. Lancet-Clin., 1915, cxiii, 
32. (502 
Some essential points in the etiology and differential 
diagnosis of rheumatic conditions and neuritis. D. S. 
RuNNELS. Clinique, Chicago, 1915, xxxvi, 5. [502] 
Acute articular rheumatism. A. C. Reep. N. Y. 
M..J., 2955, ci, 20. 
Some observations on the treatment of articular rheu- 
matism. W.N. BERKELEY. Old DominionJ., 1915, xx, 1. 
The theory of salicylate therapy in rheumatic infection. 
R. Minter. Lancet, Lond., 1915, clxxxviii, 175. 
Tuberculous rheumatism. M. N. Hap tey. 
apolis M. J., 1915, xviii, 4. 
Tubercular joint lesions. W. 
M..J.,. 2005, 1%, 27. 
Heliotherapy of tu bercular osteo-arthritis. 
Schweiz. Rundsch. f* Med., 1915, xv, 65. 
Two patients curd of white swelling of the wrist; use 
of formalin in tubercular osteo-arthritis. H. Morrstin. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 307. 
Ankylosis; an experimental study. N. ALLIson and 
B. Brooxs. J. Am. M. Ass., 1915, lxiv, 3or. [503] 
Joint bodies from within and from without present in 
articulations otherwise apparently normal. A. P. Het- 
NECK. Illinois M. J., ro15, xxvii, 1. 
ELy. Ann. 


Indian- 
Trustow. Long Island 


A. ROLLIER. 


Surg., Phila., 1915, 


Joint-mouse. L. W. 
Ixi, 8o. 





BIBLIOGRAPHY OF CURRENT 





LITERATURE 


Med. 


Press 


DALCHE. 


Periodical hydrarthrosis. P. 
& Circ., 1915, xcix, 10. 

The relation of the gastro-intestinal tract to joint 
disturbance and the value of eliminative treatment. W. 
A. Mowry. Lancet-Clin., 1915, cxiii, 34. 

The injection treatment of infec ted joints. S.M. Cone. 
Am. J. Orth. Surg., 1915, xii, 502. [503] 

A case of symmetrical contracture of the joints of the 
upper and lower extremities. BARAcH. Wien. med. 
Wehnschr., 1915, Ixv, 86. 

Importance of cholesterin in the formation of giant-cell 


tumors of tendons and joints. S. Wet. Berl. klin. 
Wehnschr., 1915, lii, 128. 
Subacromial bursitis. S. O. Fretps. N. Y. M. J., 
1915, Ci, 163. [503] 
Cancer of the hand after a war injury. H. Coenen. 
Berl. klin. Wehnschr., 1915, li, 1580. (504| 
The choice of incisions in hand infections. A. L. 
Parsons. Am. J. Surg., 1915, xxix, 6. 
Internal derangements of the knee-joint. A. M. 


SHrpecey and F.S. Lynx. Maryland M. J., tors, lviil, 8. 

504| 
Freezing of the feet. J. A. Sicarp. Bull. et mém. Soc. 
med. d. hép. de Par., 1915, xxxi, 61. 

Freezing and its treatment. L. DUNNER. 
Gegenw., 1915, lvi, 65. 

Treatment of frost-bites with oil containing gomenol, 
and the injection of antitetanus serum in deep freezing 
injuries. M. ALGLAvE. Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 381. 

Simple method of disinfection in traumatic gangrene. 
H. Bousquet. Bull. et mém. Soc. de chir. de Par., 1915, 
xli, 320. 

Treatment of gaseous gangrene. A. VAN EMDEN. 
méd. de la Suisse Rom., 1915, xxxv, 36. 

Demonstration of gas phlegmons in rontgen pictures. 
G. ScHwArz. Wien. klin. Wehnschr., + gree 92. 

Treatment of gangrene by arsenobenzol. . LACAPERE 
and C. Lenormant. Presse méd., 1915, p. 25. 

Treatment of gangrenous wounds with hot air. 
Bull. et mém. Soc. med. d. hép. de Par., 


Therap. d. 


Rev. 


VIGNAT. 
IQI5, XXXi, 19 
Fractures and Dislocations 
Fractures. C. K. BrosHEAD. Kentucky M. 
xiii, 62. 


The three cardinal clinical signs of fracture into or near 
joints. W.G. Stern. J. Am. M. Ass., 1914, Ixiii, 


x 1QO1S, 


2322. 
(504| 
The X-rays in the diagnosis of fracture from a medico- 
legal standpoint. A. L. Gray. Virg. M. Semi-Month., 
1915, XIX, 505. 
The prognosis and conservative treatment of fractures. 


W.P. Carr. Virg. M. Semi-Month., to15, xix, 405. 

The rational treatment of fractures. H. M. Beppe. 
J. Am. Inst. Homceop., 1915, vii, 786. 

Ununited fractures treated by long-axial drilling. .\. G. 
Witpey. Brit. J. Surg., 1915, ii, 423. |504] 

Lead splint for fractures. Ricor. Presse méd., 10915, 
Pp. 53. 

Fixation of simple fractures. J. O’Conor. Ann. 


Surg., Phila., 1915, Ixi, 88. 
Indirect or external fixation in the open treatment 
of fractures. KE. P. Quarin. J.-Lancet, 1915, xxxv, 1. 
Advantage of external plates in the treatment of com- 
plicated and irreducible fractures. A.R.Grantr. Hahne- 


man. Month., 1915, 1, 14. [504] 
The operative treatment of fractures. A. R. SHANDs. 
Virg. M. Semi-Month., ror5, xix, 501. 
Technique of plaster extension. K.BAyer. Zentralbl. 


f. chir. u. mech. Orthop., 1915, ix, 25. 


568 


Technique of fenestrated plaster casts. H. SCHAEFER. 
Berl. klin. Wehnschr., 1915, lii, 112. 

The question of splints. M. Fritz. 
Wehnschr., 1915, xli, 131. 

Dupuytren’s fracture. PoTHERAT. 
et de thérap., 1915, Xxix, 132. 

Fracture of the scaphoid and semilunar bones of the 
hand. E. Sauvant. Arch. f. Orthop., Mech. u. Un- 
fallchir., 1915, xiv, 51. 

Symptoms, diagnosis, and treatment of fractures of the 
lower end of the humerus. Mavcratre. Rev. chir. 
belge et du nord de la France, 1914, xiv, 65. (504) 

Extension in treatment of injuries of the pelvic region. 
W. Levy. Zentralbl. f. Chir., ro15, xlii, 115. 

Femur fractures; statistics of end-results. J.B. 
Wacker. Am. J. Surg., 1914, xxviii, 449. (505| 

Fracture of the tip of the internal condyle of the femur. 
M. G. Sturcis. Ann. Surg., Phila., 1915, lxi, 70. 

Extension apparatus for fractures of the femur. P. 
Detber. Bull. Acad. de méd., Par., 1915, Ixxili, 39. 

New symptom of fracture of the patella and its treat- 
ment. IF. Scuutrze. Zentralbl. f. Chir., 1915, xlii, 49. 

Plastic operation in fracture of the patella. O. von 
Friscu. Ztschr. {. orthop. Chir., 1915, XxXxv, 115. 

Fractures of the leg. W. Noorpensos. 
Tijdschr. v. Geneesk., 1914, ii, 1820. 

Fractures of both bones of the leg. F. FE. PecKHAM. 
J. Am. M. Ass., 1915, lxiv, 308. (505 

Fracture of the lower third of the leg, not far from the 
malleolus, treated by Delbet’s apparatus. SOULIGOUZ. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 310. 

Luxation fracture of the upper end of the tibia —a typical 
injury. H.Riepe. Zentralbl. f. Chir., to15, xlii, 33. 

An unusual case of ununited fracture of the tibia re- 
paired by bone-grafting. P. Le Breton. Buffalo M. 
J.,. tors, lex, 342. (506) 

A new type of ankle fracture. J. Am. 
M. Ass., 1915, Ixiv, 315. ([506| 

Dislocation of the semilunar bone. R. W. RuNyAN. 
Surg., Gynec. & Obst., 1915, xx, 60. [506] 

Congenital dislocations of the hip. J. P. Jones. 
Interst. M. J., 1915, xxii, 32. [506] 

Congenital dislocation of the hip. C.L.Srarr. Canad. 
M. Ass. J., 1915, v, 26. [507] 

The volar luxation of the os lunatum. F. OEHLECKER. 
Beitr. z. klin. Chir., 1914, xciv, 148. 


Deutsche med. 


Rey. gén. de clin. 


Nederl. 


F. J. Corron. 


Surgery of the Bones, Joints, etc. 
——— bone and joint surgery. A. P. C. Asuirurst. 
WN. Ys «5 GOES, (C4, 185. [507] 
cassie for habitual dislocation of the shoulder. 
R. Sevic. Deutsche Ztschr. f. Chir., 1915, cxxxii, 581. 
An operation for the elongation of bone. J. S. WicHr. 
Am. J. Surg., 1915, xxix, 18. [507] 
Two cases of plastic surgery of the thumb. E. MERIeE-. 
Bull. ct mém. Soc. de chir. de Par., 1915, xli, 326. 
Osteoplastic operations on the extremities. O. Jost. 
Beitr. z. klin. Chir., r914, xev, 86. 
[Experimental autoplastic transplantation of bone-mar- 
row. K. Miyaucut. Arch. f. klin. Chir., 1915, cvi, 273. 
Observations on bone-transplantation (Albee method) 
for the cure of tuberculous spine disease. C. M. Jacoss. 
J. Am. M. Ass., 1915, Ixiv, 400. [508] 
Technique of amputation. Moser. mil.- 
irztl. Ztschr., 1914, xliii, 737. 
Intracalcaneal amputation; Trogoff’s operation. FE. 
QuvuéNv. Bull. et mém. Soc. de chir. de Par., tor5, xli, 419. 
A method of amputation at the ankle-joint which leav es 
the heel intact. C.G. Watson. Brit. J. Surg., 1915, ii, 
390. {508 


Deutsche 


INTERNATIONAL ABSTRACT OF SURGERY 


Changes occurring in bone stumps following amputa- 
tion. W. Metnsuausen. Beitr. z. klin. Chir., 1914, 
xciv, 106. 

Resection of the knee-joint for tuberculosis. M. S. 
Henperson. J. Am. M. Ass., 1015, lxiv, r4o. [509] 

Treatment of severe suppurative arthritis of the knee 
and technique of resection of the knee in case of infected 
articular fractures. CHApuT. Presse méd., 1915, p. 33. 

Implantation of soft parts in joint resection. I. Hou- 
MEIER and G. Macnus. Beitr. z. klin. Chir., 1914, xciv, 

- 

Ankylosis of the elbow; four cases treated by arthro- 
plasty. W. R. MacAustanp. J. Am. M. Ass., 1915, 
Ixiv, 312. [509] 

Nearthrosis or arthroplasty; notes on some cases. A 
H. Tuspsy. Am. J. Orth. Surg., 1915, xiii, 370. [509] 

Permanent results after operative mobilization of joints. 
Hanck. Beitr. z. klin. Chir., 1915, xcv, 200. 

Tendon fixation for deformity resulting from partial 
paralysis. W. EE. GaAttre. Ann. Surg., Phila., 1915, 1xi, 


The use of silk ligaments at the ankle in infantile paraly- 

sis. R.W. Lovetr. Am. J. Orth. Surg., 1915, xili, 415. 

509] 

The surgical treatment of infantile paralysis. C. L. 

Starr. Canad. Pract. & Rev., 1915, xl, 1. 
Suture and transplantation of tendons. 


J. JENSEN and 
C. D. BarTELs. 


Arch. f. klin. Chir., 1915, evi, 408. 


Orthopedics in General 
Progress in orthopedic surgery. B. KUNNE. 
Orthop. Mech. u. Unfallchir., 1915, xiv, 31. 
Neglect of deformities in children. C. S. VENABLE. 
Texas St. J. Med., 1915, x, 360. 
i 2 


The prevention of deformity. 
Herald, 1915, xxxiv, 1. 

Tuberculosis in relation to deformities and their pre- 
vention. H. L. Taytor. Post-Graduate, 1915, xxx, 21. 

510] 

Infantile paralysis. J. M. Med. J. Austral., 
TOIS, ll, 4. [510] 

The treatment of infantile paraly sis; a study in biology. 
W. MacKenzie. Brit. M. J., rors, i, 60. 51 

Epidemiology of poliomyelitis. J. W. AmEsseE. 
Med., 1915, xii, 17 

Anterior poliomyelitis. E. M. 
M. J., 1015, xili, 55. 

Pathology of acute anterior poliomyelitis. R. C. 
Wuirman. Colo. Med., 1915, xii, 20 (511) 

A third outbreak of epidemic poliomyelitis at West 
Kirby. G. Juss. Lancet, Lond., 1915, clxxxviii, 67. 

Clinical aspects and early treatment of acute anterior 
poliomyelitis. F. P. GeNGeNBAcH. Colo. Med., 1915, 
Xi, 21. (511) 

Apparatus for improving the function of the hand in 
radial paralysis. Sprtzy. Wien. med. Wchnschr., 1915. 
Izv, 143. 

Technique for applying plaster corset. 
Ztschr. f. orthop. Chir., 1915, Xxxv, 112. 

Supernumerary bones of the feet; a réntgen study of the 
feet of one hundred individuals, E. Geist. Am. J. 
Orth. Surg., 1915, xiii, 403. (512| 

Statistics in reference to flat-foot. F. Zen- 
tralbl. f. chir. u. mech. Orthop., 1915, ix, 1. 

Tanning the ligaments in treatment of flat-foot. M. 
KATZENSTEIN. Deutsche med. Wchnschr., 1914, xl, 1520. 

Relation between flat-foot and tuberculosis. SyRING. 
Deutsche med. Wchnschr., ror4, xl, 1473. 

Hammering to correct flat-foot. R. 
Ztschr. f. orthop. Chir., 1915, xxxv, 110. 


Arch. f. 


Lorp. Med. 


GILL. 


Colo. 


(511| 


Howarp. Kentucky 


O. VULPIUs. 


Bauwr. 


WERNDORFFE. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


SURGERY OF THE 


Treatment of spina bifida. C. HENNEMANN. Miinchen. 
med. Wchnschr., 1915, xii, 222. 

Spina bifida with myelomeningocele; removal of mye- 
lomeningocele and closure of the spinal cleft by transplan- 
tation of animal bone. H.M.EReENFELD. J.-Lancet, 1915, 
xxxv, 8. 

A rare case of congenital mixed tumor of the sacrum. 
M. ArAtAki. Sei-I-Kwai M. J., 1915, xxxiv, No. 2. 

Dermoid cysts of the sacrococcygeal region. V. A. 
Funk. Interst. M. J., 1915, xxii, 53. {512} 

Primary acute and subacute osteomyelitis of the spinal 
column. J. VoLtKMANN. Deutsche Ztschr. f. Chir., 1915, 
CXXXii, 444. 

So-called congenital scoliosis, with specimen, including 
the thorax. H. B. THomas. J. Am. M. Ass., 1915, lxiv, 
305. 

Kyphoscoliosis of the thorax in a child of fifteen from 
tetanus. A. SrrepDAy and M. Dents. Bull. et mém. Soc. 
méd. d. hép. de Par., 1915, Xxxi, 15. 


SPINAL COLUMN 


AND CORD 


Abbott’s method in the treatment of scoliosis. WoLLr. 
Arch. f. Orthop., Mech. u. Unfallchir., 1915, xiv, 66. 
sone-splinting in vertebral tuberculosis. H. M. SHer- 
MAN and G. J. McCuesney. Calif. St. J. Med., 1914, xii, 
485. [512] 
Recurrent spondylolisthesis, with paralysis; bone-splint 
transplantation. E.W. Ryerson. J. Am. M. Ass., 1915, 
Ixiv, 24. 
Hibbs’ osteoplastic operation for Pott’s disease. B. P. 
FARRELL. J. Am. M. Ass., 1915, lxiv, 308. (513) 
Bone-grafting for Pott’s disease and for ununited frac- 
tures. E.W. Ryerson. Kentucky M. J., 1915, xiii, 72. 
Icterus of the cell nuclei of the central nervous system in 
the newborn due to infection. B. PrALTzer. Ztschr. f. 
Geburtsh. u. Gyniik., 1915, Ixxvi, 685. 
Traumatic hemisection of the spinal cord. 
Rev. gén. de clin. et de thérap., 1915, xxix, 35. 
The early diagnosis of spinal cord tumors. J. CoLLINs 
and H. FE. Marks. Am. J. M.Sc., 1915, exlix, 103. [513] 


BABINSKI. 


SURGERY OF THE NERVOUS SYSTEM 


Autogenous vaccines in treatment of sciatica. F. C. 
ZPAFFE. J. Am. M. Ass., 1915, lxiv, 238. 

Diagnosis and treatment of functional disturbances due 
to constriction of nerve-trunks by cicatricial tissue. 
P. Coryi_ios and R. PEOKER. Presse méd., 1915, p. 41. 

Nerve injuries. K. FLeEIsCHHAUER. Berl. klin. Wehn- 
schr., 1915, lii, 212. 

Medicosurgical study of injuries of nerves. J. A. 
SICARD. Presse méd., 1915, p. 50. 

Lesion of the median and ulnar nerve; liberation of 
nerves from cicatricial tissue; great improvement. L. 
Picauk. Bull. et mém. Soc. de chir. de Par., 1915, xli, 
490. 

Inclusion of radial nerve in cicatricial tissue; freeing of 


the nerve with reéstablishment of function the next day. 
Ik. QuéNu. Bull. et mém. Soc. de chir. de Par., 1915, xli, 
208, 

Method of exposing the radial nerve. J. PAscauis and 
J. CHarrier. Presse méd., 1915, p. 17. 

Osteoplastic resection of the clavicle to expose the 
brachial plexus. Reicu. Beitr. z. klin. Chir., 1915, exvi, 
152. 

Results of direct electrical treatment of nerve-trunks 
in the operative wound in cases of traumatism of nerves. 
P. Marte. Bull. Acad. de méd., Par., 1915, Ixxiii, 173. 

Results of operation in five hundred cases of nerve 
lesions. H. CLraupr. Bull. Acad. de méd., Par., 1015, 
Ixxiii, 256. 


SURGERY OF THE SKIN, FASCIA, APPENDAGES 


Primary epithelioma of the hand. H. Fox. 
Dis., 1915, XXxiili, I. 
Giant nevus. J.D. RoLieston. Proc. Roy. Soc. Med., 
1914, viii, Sect. Dis. Child., 11. 
Keloid formation in the negro. 
Surg., Phila., 1915, Ixi, 83. 


J. Cutan. 


Ann. 


[513] 


A. G. BRENIZER. 


Metastases from furuncles. RirpeLt. Deutsche med. 
Wehnschr., rors, xli, 94. 

Epulis and its treatment. GRUNER. 
schr. f. Zahnh., 1915, Xxxiil, 1. 

The symptomatology and treatment of seborrhovic 


keratoses. R.L.Sutron. J.Am.M. Ass., 1915, Ixiv, 403. 


Deutsche Monat- 


MISCELLANEOUS 


Clinical Entities—Tumors, Ulcers, Abscesses, etc. 


Study of the etiology and biology of tumors. FE. SAuL. 
Zentralbl. f. Bakteriol. u. Parasitenk., 1914, Ixxv, 205. 
An unusual tumor—granuloma or myxosarcoma. 
J. A.C. Macewen. J. Pathol. & Bacteriol., 1914, xix, 188. 
The cancer problem. C. M. Movin. Ann. Surg., 
Phila., rors, Ixi, 1. [514] 
What knowledge shall be imparted to the laity concern- 
ing cancer? F. J. Lutz. J. Mo. St. M. Ass., 1915, xii, 5. 


Pessimism in the treatment of cancer. 
Texas St. J. Med., 1915, x, 372. 

The local incidence of cancer in France in relation to 
fuel. C. E. Green. Edinb. M. J.. 1915, xiv, 15. 

Chromidia and cancer. J. J. CLrarke. Zentralbl. f. 
Bakteriol. u. Parasitenk., 1914, Ixxv, 200. 

Experience with mouse cancer. T. AOYAMA. Mitt. a. d. 
med. Fac. d. k.-jap. Univ., Tokio, 1914, xiii, 335. 

The control of cancer. FE. J. Tui. J. M.Soc. N. J., 1915, 
xll, 27. 


J. T. Moore. 





70 INTERNATIONAL ABSTRACT OF SURGERY 


Origin and treatment of carcinoma. A. THEILHABER. 
Berlin: Karger, 1915. 

Carcinoma in several generations of the same 
H. Petser. Med. Klin., Berl., to15, xi, 193. 

Histogenesis of réntgen carcinoma. H. RIBBERT. 
Fortschr. a. d. Geb. d. Réntgenstr., 1915, xxii, 473. 

Forerunners of multiple epitheliomata. G. Nos. 
Klin., Berl., 1915, xi, 96. 

Two cases of ulcerated granuloma. 
med., 1915, XXiX, 17. 

Etiology, prognosis, and treatment of tetanus. EF. 
VON BewRInG. Schmidt's Jahrb., 1915, Ixxxii, 1. 

Tetanus; its treatment and prognosis. NIGAy. 
méd., 1915, p. 20. 

Prognosis and treatment of wound tetanus. 
Wien. klin. Wcehnschr., 1915, xxviii, 61. 

My experience with tetanus in peace and war. 
MANN. Berl. klin. Wehnschr., rors, lii, 180. 

A case of tetanus; recovery. J. H. Ewarr. 
1915, i, 156. 

Twenty-one cases of tetanus. 
de méd., Par., 1915, Ixxiii, 148. 

Transmission of tetanus by 
Deutsche mil.-irztl. Ztschr., 1914 

Prophylaxis of tetanus. C. RITTER. 
schr., 1915, lii, 126. 

Treatment of tetanus. 
Wcehnschr., 1915, xli, 107. 

Practical points in the treatment of tetanus. 
Berl. klin. Wchnschr., 1915, lii, 150. 

Treatment of two cases of tetanus. 
de clin. et de thérap., 1915, xxix, 72. 

Successful treatment of a case of tetanus. C. 
J. So. Car. M. .Ass., 1915, xi, 8. 

My tetanus immune serum. E. 
klin. Wehnschr., 1915, lii, 121. 

Serum treatment of tetanus. FE. J. 
Gaz., 1915, XXXix, 22. 

Prophylactic value of 
Presse méd., 1915, p. 34. 

An unusual case of anaphylaxis following the administra- 
tion of tetanus antitoxin. D.G.Smiru. Wash. M. Ann., 
1915, xiv, 18. 

General subcutaneous emphysema. H. W. 
W. Virg. M. J., 1915, ix, 226. 

The theory of internal secretion; its history and develop- 
ment. E. Giey. Pr age gg Lond., 1915, Xciv, 2. 

Diabetes and surgery. E. H. Ristey. Boston M. & 
S. J., 1915, clxxii, 90. 

Frost-bite. A. W. 
1915, CIXXXViili, 117. 

Introduction to 
Springer, 1914. 

Legal responsibility of the operator. 
Deutsche med. Wchnschr., 1915, xli, 139. 

The surgeon’s reputation. R. T. Morris. 
Surg., 1915, XXix, 22. 

Clinical teaching of 
méd., 1915, XXXi, 20. 

Surgical shock in pelvic operations. 
Amster. South. Calif. Pract., 195, xxx, 7. 


family. 


Med. 


O. Torres. Brazil- 


Presse 
O. CHIARI. 
GRUND- 
Brit. M. J., 


P.R. Jory. Bull. Acad. 


contact. H. KOHLER. 
, xliii, 738. 

Berl. klin. Wehn- 
med. 


WIENERT. Deutsche 


B. HEILE. 


Caror. Rev. gén. 


B. Epps. 


VON BEHRING. Berl. 


Meyer. Therap. 


antitetanus serum. Bazy. 


DANIELS. 


Mayo-Rosson. Lancet, Lond., 


microscopy. P. Mayer. Berlin: 


J. Kowter. 
Am. J. 


surgery. G. Ruccr. Riforma 


A. HAwWKINs- 


Sera, Vaccines, and Ferments 
A critical study of the basis of Abderhalden’s serum 
reaction. W.E. Buttock. Lancet, Lond., 1915, i, 223. 
Results of clinical investigations based on the methods 
of Abderhalden. J. O. GAvronsky. Lancet, Lond., 1915, 
cIxxxviii, 119. 
Effect of Abderhalden’s cancer serum. 
Fermentforsch., 1914, i, 76. 


H. KoHLuHARDT. 
[514] 


R. Orro and 
1914, xl, 
[515] 


Experience with Abderhalden’s dialysis. 
G. BLumMeNTHAL. Deutsche med. Wchnschr., 
1836. 

Criticism of the protective ferment reaction. H. 
OELLER and R. STEPHAN. Deutsche med. Wchnschr., 
1914, xl, 1557. [515] 

New cancer preparations. Homodp. 
Ztschr., 1914, XXXiii, 381. 

Further inv estigations on the mode of action of sub- 
stances inhibiting tumor growth and on immunization 
against these substances. M.S. FLEISHER and L. Lors. 
J. Exp. Med., 1915, xxi, 155. 

Lipoidsinimmunity. F. H. Tareve and D. EMBLETON. 
J. Pathol. & Bacteriol., 1915, xix, 349. 

Vaccines and serums. C. F. CLAytTon. 
M. J., 1915, Xiii, 70. 

Status of bacterins and tuberculins, prophylactically, 
diagnostically, and therapeutically. B. A. THomas. 
Therap. Gaz., 1915, XXXix, I. 

The limitations of organotherapy. 
klin. Wchnschr., 1914, li, 1812. [515] 

The mechanism of antibody action. F. H. THIELE 
and D. Emsieton. J. Pathol. & Bacteriol., 1915, xix, 


72 
re 


NEBEL. Berl. 


Kentucky 


A. Minzer. Berl. 


Blood 


The protective value of aqueous extract (Hiss) of 
leucocytes in acute infections in animals. W. E. You- 
LAND. J. Med. Research, 1915, xxxi, 367. [515] 

The antitrypsin content of the blood and leukocytosis 
in laparotomy. D. GorBakowsky. Beitr. z. Geburtsh. 
u. Gynik., 1914, xix, 461. 

Systemic disease and tumor formation of the blood- 
forming organs. C. W. G. Mreremet. Virchow’s Arch. 
f. path. Anat., etc., Berl., 1915, ccxix, 1. 

Autoplastic methods of hemostasis and aseptic throm- 
bosis. J. Purtrpowrcz. Arch. f. klin. Chir., 1915, cvi, 
293. 

A new method of controlling haemorrhage from paren- 
chymatous organs. E. Jecer and J. WoxLGeMuTH. 
Arch. f. klin. Chir., 1914, cvi, 104 [516] 

Arteriotomy in embolism. D. Pe upovac. Wien. klin. 
Wcehnschr., 1915, xxviii, go. 

The treatment of hemorrhage by injection of blood. 
A. H. Curtis. J. Am. M. Ass., 1915, lxiv, 332. [516| 

Transfusion of blood; some recent observations. T. 
L. DeAvor. Am. J. Surg., 1915, Xxix, 10. 

The transfusion of blood. A. H. NOEHREN. 
M. J., 1915, Ixx, 347. 

Transfusion of blood. V. 
clin. et de thérap., 1915, xxix, 13. 

Sodium citrate in the transfusion of blood. R. Wert. 
J. Am. M. Ass., 1915, Ixiv, 425. 

A new and greatly simplified method of blood trans- 
fusion. R. Lewrsoun. Med. Rec., 1915, Ixxxvii, 141. 

On the indirect transfusion of blood. J. H. Grspes. 
South. M. J., 1915, viii, 48. 


Buffalo 


PaucueT. Rev. gén. de 


Blood and Lymph Vessels 
Histologically non-malignant angioma. T. SHENNAN. 
J. Pathol. & Bacteriol., 1914, xix, 139. 

Traumatic aneurism of the ulnar artery. C. WALTHER. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 112. 

Arteriovenous aneurism of the femoral vessels, follow- 
ing bullet wound through the left thigh. W. M. WILLIs. 
Lancet, Lond., 1915, clxxxviii, 68. 

Arteriovenous aneurism of Hunter’s canal; resection 
of the artery and vein. C. WattHer. Bull. et mém. 
Soc. de chir. de Par., 1915, xli, 95. 











BIBLIOGRAPHY OF CURRENT LITERATURE 


Femoral aneurism of phlebitic origin on an implantation 
stump; ablation of sac; transfusion of blood; recovery. 
CouTEAb. Bull. et mém. Soc. de chir. de Par., 1915, 
xli, 448. 

Eighteen cases of operation for traumatic aneurism. 


P. Duvat. Bull. et mém. Soc. de chir. de Par., 1915, xli, 
460. 

Gunshot injuries of blood-vessels. F. HoONIGMANN. 
Berl. klin. Wehnschr., 1915, lii, 50. [516] 


Repair of defects in blood-vessels by free grafts of 
fatty tissue. L. ELoesser. J. Am. M. Ass., 1915, lxiv, 
426. 

The newer blood-vessel operations—who should do 
them? B. M. Bernuermm. Interst. M. J., 1915, xxii, 0. 

Partial defect of the intra-abdominal part of the um- 
bilical vein with varices in a newborn child. H. Curart. 
Zentralbl. f. allg. Path. u. Pe. Anat., tere, i: 


Wounds of arteries. . ErpMAN. N M. J., 1914, 
c, 1261. [516] 

A case of circular suture of an artery. MEHLIss. 
Miinchen. med. Wchnschr., 1915, lxii, 7. 

Transplantation of the anterior temporal artery. J. S. 


Horstey. J.Am.M. Ass., 1915, Ixiv, 408. 

A case of tumor-like tuberculosis of the lymph-glands. 
P.Reckzen. Reichs-Med. Anz., 1915, xl, 1. 

Congenital lymphangioma situated over the sternum. 
J. A.C. Macewen. Lancet, Lond., 1915, clxxxviii, 182. 

Status lymphaticus. D. Hopkinson. Wis. M. J., 1915, 
Xlli, 311. 

Poisons 


Gas bacillus sepsis. Brxco_p. Deutsche med. Wchn- 
schr., 1915, xli, 191. 

Studies of a strain of gonococcus on ordinary media. 
W. Brovucuton-Atcock. J. Path. & Bacteriol., 1o14, 
XIX, 214. 

Criteria of virulence among streptococci; some remarks 


on streptococcal leucocidin. J. W.M’Lrop. J. Path. & 
Bacteriol., 1915, xix, 392. 
A study of the Boas-Oppler bacillus. H. M. Garr 


and C. C. Ines. J. Pathol. & Bacteriol., 1914, xix, 230. 
Latent infection and its importance in surgery. EF. 
Metcuror. Berl. klin. Wchnschr., 1915, Jii, 98. 


Surgical Therapeutics 


[:xperimental study of chemotherapy of animal tumors. 
J. HaLepern. Strahlentherap., 1915, v, 772. 

Colloidal silver with lecithin in the treatment of malig- 
nant tumors. G. L. RonpENBURG. J. Med. Research, 
IQI5, XXXi, 331. {517| 

The bactericidal action of collosis of silver and mercury. 
C. R. Marswatry and G. B. Kittow. Brit. M. J., 1915, 
i, 102. 

Use of hydrogen peroxide in the treatment of wounds. 
IX. FRAENKEL. Deutsche med. Wchnschr., 1915, xli, 66. 

Lenicet (a preparation of liquid aluminum acetate) in 
the treatment of wounds. Hitrricn. Med. Klin., Berl., 
1915, Xi, 194. 

lodized charcoal in the treatment of infected wounds. 
L. Lematre. Presse méd., 1915, p. 52. 

Colloidal iodine in the treatment of 
HeNirn. Med. Press & Circ., 1915, xcix, 85. 

Ether dressings. SouLtcoux. Bull. et mém. Soc. de 
chir. de Par., 1915, xli, 496. 

A report on the employment of ether in surgical thera- 
peusis. H.F.Waternouse. Brit. M. J., 1915, i, 233. 


wounds. V. 


Pantopon as a substitute for morphine in colic and colic- 
like pains. F, 
Ixxxiii, 301. 


Dorn. Allg. med. Centr.-Ztg., 1914, 





uv 
~~ 
a 


Experience with coagulen. Beitr. z. 
klin. Chir., 1915, xcv, 324. 
Tincture of iodine, balsam of 
peroxide used by means of a spray. 
med. Wchnschr., 1915, xli, 107. 


J. Havrern. 


Peru, and hydrogen 
Depotpeu. Deutsche 


Benzin replaced by non-inflammable carbon tetra- 
chloride in surgery. KrumMacuer. Med. Klin., Berl., 
1915, Xi, 1606. 

Electrology 
X-ray diagnosis. H.W. Grote. Illinois M. J., rors, 


XXVil, 41. 

Method of obtaining a constant hardness of tubes. 
Hipa. Fortschr. a. d. Geb. d. Réntgenstr., 1914, xxii, 207. 

Measurements with the Coolidge tube. J. S. SHEARER. 
Am. J. Réntgenol., 1914, ii, 507. (517| 

The hydrogen X-ray tube. W. Ketriy. Am. J. 
Rontgenol., 1914, li, 552. 

The boiler system of water circulation applied to water- 
cooled réntgen ray tubes. J. M. Garrarr. Am. J. 
Réntgenol., 1914, ii, 560. 

Some experiments with X-ray filters. 
Arch. Réntg. Ray, 1915, xix, 277. 

Clip for holding dental and other films during develop- 
ment and drying. S. Tovusry. Am. J. Réntgenol., 1914, 
ii, 562. 

The accurate localization of foreign bodies in the tissues 
by X-ray. A. J. CLEVELAND. Arch. Réntg. Ray, tors, 
XIx, 290. 

The principles and practice of the localization of foreign 
bodies by X-rays. J. M. Davipson. Brit. M. J., 1915, 
L, 2 

An instrument for locating foreign bodies. 
Berl. klin. Wehnschr., 1915, lii, 152. 


J. H. Srquerra. 


H. Scumipr. 


Réntgen localization of foreign bodies in bones. Krum- 
MACHER. Med. kKlin., Berl., 1915, xi, 106. 

A rapid method of localization by X-rays. W. Mac- 
KENZIE. Brit. M. J., 1915, i, 6. 

The localization of foreign bodies by means of the X-rays. 
H. Mowat. Brit. M. J., rors, i, 112. 


New method of localizing foreign bodies devised by 
Contremoulins. A. Routier. Bull. et mém. Soc. de 
chir. de Par., tors, xli, 330. 

Method of locating foreign bodies exactly by radios- 
copy. A. VERGELY. Presse méd., 1915, p. 51. 

A simple and accurate method of localizing foreign 
bodies. H. Wacuter. Miinchen. med. Wehnschr., 1915, 
Ixii, 225. 

Anomalies of the sacrolumbar region in the réntgen 
picture and the clinical symptoms resulting from them. 
Kus. Beitr. z. klin. Chir., 1914, xev, 125. 

Effect of réntgen rays on external tumors. 
Miinchen. med. Wehnschr., 1914, lxi, 1404. 

New points in technique of réntgen deep irradiation. 
Warnekros. Ztschr. f. Geburtsh. u. Gyniik., 1915, 
Ixxvi, 887. 

Deep réntgentherapy and its application in the treat- 
ment of malignant growths. S. Stern. Am. J. Rént- 
genol., 1914, ii, 544. 

The stimulating effect of X-rays, and their therapeutic 
use in chlorosis. M. Fraenkev. Zentralbl. f. Gyniik., 
1914, XXXvili, 932. {[517] 

Modern réntgen technique in the treatment of malig- 
nant conditions. M. W. Jouns. Med. Rec., 1915, 
Ixxxvii, 145. 

Radiotherapy of malignant tumors. 
Strahlentherap., 1915, v, 502. 

Personal experiences with radium. 
Med. Press & Circ., 1915, xcix, 33. 

A conservative estimate of radium therapy from the 


SCHMIDT. 


R. Kriensock. 


W. H. B. Arkins. 





572 


clinical standpoint. W. B. Cuase. N. Y. M. J., 
ci, 63. 

Apparatus for the use of highly active radium and 
mesothorium preparations. P. WucHMANN. Fortschr. 
a. d. Geb. d. R6ntgenstr., 1915, xxii, 470. 

Is radium treatment of cancer justifiable? 
Hosp.-Tid., Kjgbenh., 1914, lvii, 841. 

Present status, problems, and limitations of radio- and 
radium treatment of cancer, based on experience in the 
treatment of uterine cancer. E. VON SEUFFERT. Arch. 
délect. méd., 1914, xxii, 552, 610. 

Classification of the various methods employed in the 
internal administration of radium emanation and radium 
salts. W.H. Cameron and C. H. Viot. Radium, ro15, 
IVS: 

The relation of radium to surgery. D. 
Med. Herald, 1915, xxxiv, 5. 

Treatment of cancer with radium. F. N. Ijin. 
hand. d. 1. russ. Krebskong., St. Petersb., 1914. 

Experience with radium and réntgen rays in the treat- 
ment of cancer. E. voN Grarr. Strahlentherap., 1915, 
v, 627. 

Effect of radium on malignant tumors. 
STROGANOWA. Verhandl. d. 1. russ. 
Petersb., 1914. 

Treatment of malignant disease by radium of irradiation. 
A.C. Morson. Brit. J. Surg., 1914, ii, 354. 

The treatment of cancer by phy sical methods with and 
without surgery. A. F. Hotpinc. Am. J. Surg., 1915, 
RXIX, I. 

Diathermy: 
surgery. FE. P. CUMBERBATCH. 
xix, 282. 

After-treatment of wounds with ultra-violet light. V. 
HvFnaGet. Deutsche med. Wchnschr., rors, xli, 67. 


IgI5, 


T. RovsInc. 


T. QUIGLEY. 


Ver- 


K. P. ULEsKo- 
Krebskong., St. 


its production and use in medicine and 
Arch. Réntg. Ray, 1915, 


Military Surgery 


Tangential shots of the skull. Norure. Deutsche 
med. Wchnschr., 1915, xli, 217. 

Surgery of the skull in military hospitals. Atvray. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 82. 

Abrasion of the external occipital protuberance by 
gunshot injury. H. Morestrx. Bull. et mém. Soc. de 
chir. de Par., 1915, xli, 56. 

After localization by Hirtz’ compass, extraction by 
secondary trephine of shrapnel bullet thirty-five millimeters 
deep in a suppurated temporal lobe; recovery. BAum- 
GARTNER and H. Toussaint. Bull. et mém. Soc. de 
chir. de Par., 1915, xli, 210. 

Some cases of gunshot i injuries of the brain and spinal 
cord. T.Rumpr. Med. Klin., Berl., 1915, xi, 80. 

Injury of the eye by rifle bullets during the war. 
CosmetTTatos. Arch. f. Augenh., 1915, Ixxviii, 129. 

Eye injuries in war and their treatment. ADAM. 
Med. Klin., Berl., 1915, xi, 67. 

Operative indications in war injuries of the orbit. 
F. pe LAPERSONNE. Bull. Acad. de méd., Par., 1915, 
Ixxiii, 41. 

Injury of the face with inclusion of the projectile in the 
superior maxillary. H. Morestin. Bull. et mém. Soc. 
de chir. de Par., 1915, xli, 51. 

Total deafness from bursting of shells. M. 
Bull. Acad. de méd., Par., 1915, Ixxiii, 105. 

Bursting of a shell in the right frontal sinus. 
and GLOAGUEN. Bull. et mém. Soc. de chir., 
1915, xli, 239. 

Two cases of injury of the longitudinal sinus. H. 
MorestTIn.¥ Bull. et mém. Soc. de chir. de Par., 1915, xli, 
53- 


G. F. 


LANNOIS. 


CoUTEAUD 
de Par., 


INTERNATIONAL ABSTRACT OF SURGERY 


Three cases of injuries of the larynx in war. O. KORNER. 
Ztschr. f. Ohrenh., 1915, Ixxii, 65. 

Extraction by mouth of a bullet in the maxillopharyn- 
geal space. H. Morestin. Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 426. 

Injuries of the neck operated upon in an ambulance. 
H. HAttopeav. Bull. et mém. Soc. de chir. de Par., 1915, 
xli, 70. 

Lesions of the cervical sympathetic in war injuries. 
CouTEAup. Bull. et mém. Soc. de chir. de Par., 1915, 
xli, 236. 

Gunshot injuries of the thorax. Med. Klin., 
Berl., 1915, x1, 94. 

Penetrating "wounds of the thorax in military surgery. 
Dupont and KENprrRDJy. Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 246, 382. 

Interscapulothoracic disarticulation for a war injury. 
H. Morestin. Bull. et mém. Soc. de chir. de Par., 1915, 
xli, 227. 

Gunshot injuries of the lungs; their complications and 
treatment. W. Hartert. Beitr. z. klin. Chir., 1915, 
XCVi, 144. 

Gunshot injuries of the lungs.  F. 
Deutsche med. Wchnschr., 1915, xli, 187. 

Gunshot wounds of the lungs. H. GEeRHARTZ. 
Klin., Berl., rors, xi, 186. 

Bullet in the pericardium. JENCKEL. Med. Klin., Berl., 
1915, xi, 68. 

Secondary hemorrhage after gunshot injuries. SCHLOEss- 
MANN. Beitr. z. klin. Chir., 1915, XCvi, 129. [518] 

Treatment of hemorrhage in military surgery. WIE- 
wiorowskI. Deutsche med. Wchnschr., 1915, xli, 129. 

Aneurisms in military surgery. A. Brier. Deutsche 
med. Wchnschr., 1915, xli, 121. 

Diffuse secondary aneurismal hematoma in war injuries. 
J. Tissor. Presse méd., 1915, p. 44. 

Some injuries of the cesophagus in war. 


ROTTER. 


UNTERBERGER. 


Med. 


MADELUNG. 


Deutsche med. Wchnschr., 1915, xli, 124. 
Gunshot injuries of the abdomen. W. Cart. Deutsche 


med. Wchnschr., 1915, xli, 97. 

Penetrating gunshot wounds of the abdomen. J. 
FRANK. Chicago M. Recorder, 1914, xxxvi, 641. [519] 

Treatment of penetrating wounds of the abdomen in 
an ambulance at the front. L. SENCERT. Bull. et mém. 
Soc. de chir. de Par., 1915, xli, 22. 

When to operate in gunshot injuries of the abdomen. 
H. Toprer. Deutsche med. Wchnschr., 1915, xli, 160. 

Early treatment of abdominal gunshot wounds in 
modern warfare. F. A. HApLtEy. Med. J. Austral., 1915, 
1, OS. 

Ventral hernia near the path of a bullet. E. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 109. 

Gunshot wounds of the intestines. ENDERLEN. 
ville J. Med. & Surg., 1915, cix, 9. 

Penetrating wound of rectum and bladder by bursting 
shell; spontaneous recovery after expulsion of projectile 
through urethra. VEAvu. Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 482. 

Injuries of the extremities with special reference to 
infection. PrETERMANN and HANCKEN. Med. Klin., Berl., 
IQ15, Xi, 126. 

Injury of forearm by bursting of a shell; progressive 
cicatricial compression of the ulnar nerve. P. MAUCLAIRE. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 231. 

Injury of the arm by rifle bullet; simultaneous paralysis 
of the median and ulnar nerves. L. Picqgué and R. BLocu. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 40. 

Fracture of the left humerus by bullet; radial paralysis; 
injury of the thorax. C. WALTHER. Bull. et mém. Soc. 
de chir. de Par., 1915, xli, 1. 


QUENU. 


Nash- 





BIBLIOGRAPHY OF CURRENT LITERATURE 73 


Bullet in the head of the femur. P. DeLBET. Bull. et 
mém. Soc. de chir. de Par., 1915, xli, 222. 

Juxta-articular inclusion of projectiles after ricocheting 
on the intact femur. H. Toussaint. Bull. et mém. Soc. 
de chir. de Par., 1915, xli, 87. 

Treatment of gunshot fractures of the femur. E. 
SUCHANEK. Wien. klin. Wchnschr., 1915, xxvili, 32. 

The mechanical treatment of compound and suppurating 
fractures occurring at the seat of war. R. Jones. Brit. 
M. J., 1915, i, 101. 

Treatment of gunshot fractures with extension braces. 
HAcKENBRUCH. Med. Klin., Berl., 1915, xi, 61. [519] 

A note on some cases of gunshot fracture. J. J. CLARKE. 
Lancet, Lond., 1915, clxxxviii, 124. 

Gunshot injuries of bones in the present war. A. 
Kouter. Fortschr. a. d. Geb. d. R6éntgenstr., 1915, xxii, 
S12. 

Anatomical condition of both legs amputated for war 
injuries. P. Brreavu. Bull. et mém. Soc. de chir. de Par., 
1915, xli, 245. 

Frozen feet in the trenches. A. CAsTEX. Rev 
clin. et de thérap., 1915, xxix, 136. 

Military surgery; frozen feet in the army. 
Bull. Acad. de méd., Par., 1915, Ixxiii, 155. 

Amputationsin war surgery. M. FirzMAurice-KELLy. 
Lancet, Lond., 1915, clxxxviii, 15. 

Twelve rules for preventing crippling in war injuries. 
Ritscut. Med. Klin., Berl., 1915, xi, 162. 

Exacerbation of bone syphilis caused by gunshot 
wounds. H. Toussaint. Bull. et mém. Soc. de chir. de 
Par., 1915, xli, 477. 

Findings on operation in an apparently complete trans- 
verse section of the spinal column by a gunshot. L. J. J 
Muskens. Neurol. Centralbl., 1915 5 XXxXiV, P 

Operative treatment of gunshot injuries of the spinal 
column and cord. K. Goxpstetn. Neurol. Centralbl., 
1915, XXXiv, I14. 

Gunshot injury of the spinal cord with injury of the 
cauda equina. C. BenpaA. Neurol. Centralbl., 1o15, 
XXXIV, 15. 

Gunshot injuries of the spinal cord. O. MARBURG and 
EK. Ranzrt. Wien. klin. Wchnschr., 1915, xxviii, 113. 

Gunshot injuries of the cauda equina. KE. GAMPER. 
Wien. klin. Wehnschr., 1915, xxviii, 119. 

Operative treatment of injuries of the spinal cord in the 
field hospital. Nornte. Deutsche med. Wchnschr., 1915, 
xli, 14. [519] 

War injuries of the nervous system. M.LEWANDOWskyY. 
Berl. klin. Wchnschr., 1914, li, 1920. {[519| 

Injury of the radial nerve by shrapnel. C. WALTHER. 
Bull. et mém. Soc. de chir. de Par., 1915, xli, 58. 

War injuries of the peripheral and central nervous 
system. H. Oppennerm. Ztschr. f. irztl. Fortbild., rors, 
xii, 97. 

Complete section of median nerve by projectile; suture 
of nerve; restoration of function fourth day. S. MEeRcADE. 
Bull. Acad. de méd., Par., 1915, xxiii, 164. 

Gunshot injuries of nerves and the use of calves’ arteries 
in operating on them. G. Hirscuet. Deutsche Ztschr. 
f. Chir., 1915, cxxxii, 567. 

Injuries of nerves by projectiles 
treatment. E. DELorMe. Bull. Acad. de méd., 
Ixxiii, 68. 

Injuries of the -“« by projectiles, particularly in- 
juries of the sciatic. Prscgeeceng Bull. et mém. Soc. de 
chir. de Par., 1915, xl, , 454. 

Treatment of injuries a carves by projectiles. 
Presse méd., 1915, p. 40. 

Nerve concussion due to bullet and shell wounds. 
Tupsy. Brit. M. J., 1915, i 


7. gén. de 


TEMOIN. 


and their operative 
Par., 1915, 


S. Pozzi. 


A. H. 
(520] 


> 57- 


X-raysin wartime. E.W.H. SHENTON. 
1915, CIXxxviii, 13. 

Some practical hints on the localization of bullets and 
shell fragments. HERMANN-JoHNSON. Brit. M. J., 19015, 
i, 8. 

Simple réntgen method of locating bullets in the body. 
E. Scuutz. Fortschr. a. d. Geb. d. Réntgenstr., 1915, xxii, 
500. 
Localization of foreign bodies (bullets) by réntgen rays. 
Von Hormetster. Beitr. z. klin. Chir., 1915, xevi, 158. 

Locating projectiles in the human body. J. Gare . 
Presse méd., 1915, p. 306. 

Practical method of localizing projectiles. R. BONNEAU. 
Rev. gén. de clin. et de thérap., 1915, xxix, 1209. 

The value of radiography in the diagnosis “4 bullet 
wounds. J. BLAND-SuTron. Brit. M. J., 1914, ii, 953. 

[520] 

Necessity for radiological apparatus in military surgery. 
M. Bazy. Bull. Acad. de méd., Par., 1915, Ixxiii, 20. 

Operative removal of bullets and fragments of grenades, 
with special reference to the use of the electromagnet. 
Von Hormetster. Beitr. z. klin. Chir., 1915, xcvi, 1606. 

Electrotherapy at a base hospital. W. J. Turret. 
Lancet, Lond., 1914, i, 220. 

Clinical study of tetanus on the field. 
Berl. klin. Wehnschr., 1915, lii, 220. 

Gas phlegmons in military surgery. A. 
J. Devace, and L. Prat. Bull. et mém. Soc. 
Par., 1915, xli, 389. 

Treatment of gangrenous war injuries. EF. 
Bull. Acad. de méd., Par., 1915, Ixxiii, 108. 

Treatment of gangrenous infection of war injuries. L. 
OMBREDANNE. Bull. et mém. Soc. de chir. de Par., 1915, 
xli, 156. 

Treatment of gaseous gangrene in English ambulances. 
G. V. Lecros. Presse méd., 1915, p. 20. 

Some questions in the treatment of war injuries. H. 
SCHLOFFER. Prag. med. Wehnschr., 1915, xl, 41. 

Notes and comments on some cases of wounded men from 
the front. L.A. PArry. Guy’s Hosp. Gaz., 1915, xxix, 5. 

A note on the healing of wounds. J. F. MCMILLAN. 
Med. Press & Circ., 1915, xcix, 84. 

Tampons should not be used in suppurating gunshot 
injuries. Rieper. Wien. med. Wehnschr., 1915, Ixv, 15. 

Treatment of wounds, particularly war injuries with 
artificial light, and the apparatus necessary for such treat- 
ment. BrieGerR. Med. Klin., Berl., 1915, xi, 188. 

The after-treatment of war injuries. H. Sprrzy. 
med. Wchnschr., 1915, Ixv, 126. 

Functional after-treatment of surgical injuries of war. 
A. D6ODERLEIN, O. HILpEBRAND, and F. MULLER. Samml. 
klin. Vortr., 1915, Nos. 715 and 716. 

Some experiences of shell wounds i in the present war. 
A.W. SHEEN. Lancet, Lond., 1915, clxxxviii, 10. 
Injury by an inflammable ‘shell. FIGUTERA. 

mém. Soc. de chir. de Par., 1915, xli, 17. 

Explosive effect of bullets of small caliber. 
Beitr. z. klin. Chir., 1915, xevi, 99. 

Experimental study of the traumatic pressure effect of 
explosions. IF. Rusca. Deutsche Ztschr. f. Chir., 1914, 
CXXXli, 315. {520} 

Injuries from explosion of grenades. I. P. Karptus. 
Wien. klin. Wchnschr., 1915, xxviii, 145. 

Firearms and gunshot wounds in the present war. P. 
von Bruns. Beitr. z. klin. Chir., 1915, xevi, Kriegs- 
chirurgische Hefte, 1. 

Dumdum bullets and their effect. P. von Bruns. 
Beitr. z. klin. Chir., 1015, xevi, Kriegschirurgische 
Hefte, 7. 

Experimental study of 


Lancet, Lond. 


GOLDSCHEIDER, 


ORTICONT, 
de chir. de 


QUENC. 


Wien. 


Bull. et 


LIEBERT. 


the effect of pointed bullets. 





574 


E. Bircner. Beitr. z. klin. Chir., 
chirurgische Hefte, 38. 

Injuries by arrows thrown from airships. 
Deutsche med. Wchnschr., rors, xli, 220. 

Surgery at the front. E. FAurre. Presse méd., 
Pp: 27: 

Surgical notes from a temporary clearing hospital at 
the front. A. A. MArtin. Brit. M. J., 1915, i, 145. 

Surgical experiences at the First Southern General 
Hospital, Birmingham. G. BArutnc. Brit. M. J., 1915, 
i, 190. 

A field hospital in Belgium. J. H. Beavis and H. S. 
Souttar. Brit. M. J., 1915, i, 64. 

Experience in a Moravian intermediate hospital. F. 
Smoter. Beitr. z. klin. Chir., ro15, xevi, Kriegschi- 
rurgische Hefte, 25. 

The mobile surgical service at the front. HALLoPEAt. 
Bull. et mém. Soc. de chir. de Par., 1o15, xli, 282. 


1915, xcvi, Kriegs- 
H. Rm ann. 


1915, 


INTERNATIONAL ABSTRACT OF SURGERY 


Function and surgical importance of ambulance trains. 
Hetrz-Boyer. Bull. et mém. Soc. de chir. de Par., tors, 
xli, 286. 

Disinfection of transportation trains. H. 
Deutsche med. Wchnschr., 1915, xli, 68. 

A surgical automobile for operations near the front. 
ABADIE. Presse méd., 1915, p. 35. 

Observations on the western field of battle. 
Deutsche Ztschr. f. Chir., 1915, cxxxii, 574. 

Notes on war surgery. T. Weiss and G. Gross. 
et mém. Soc. de chir. de Par., 1915, xli, 157. 

Military experiences of a consulting surgeon. 
Beitr. z. klin. Chir., 1915, xcvi, 116. 

Some medicomilitary observations in the late Balkan 
wars. C.S. Forp. N.Y. M. J., 1915, ci, 52. 

Observations on military surgery in the early weeks of 
the war. J. P. HoGuer. J. Am. M. Ass., 1914, lxiii, tsa 

52 


HAMMERL. 


Srmon. 
Bull. 


L. REHN. 





GYNECOLOGY 


Uterus 

U. Kk. Essinc- 
[522] 

ADLER. 


Cancer of the uterus; surgical treatment. 
TON. Ohio St. M. J., rors, xi, 10. 

Radium treatment of cancer of the uterus. L. 
Monatschr. f. Geburtsh. u. Gyniik., 1915, xli, 145. 

Specimen of carcinoma of the uterus four months after 
ligation of the hypogastric artery. Fricyesr. Zentralbl. 
f. Gynik., 1914, xxxviii, 817. 

Heteroplasia in carcinoma uteri. L. 
J. Obst., N. Y., 1915, Ixxi, 30. 

Histological interpretation of changes produced by radi- 
um in carcinoma of the uterus. J. SCHOTTLAENDER. 
Strahlentherap., 1915, v, 644. 

Enormous tumor of the uterus. O. H. Perry and R. L. 
PITFIELD. Med. Rec., 1915, Ixxxvii, 62. 

The radium treatment of fibroid tumors. 
South. Calif. Pract., 1915, xxx, 24. 

Tendency toward conservative operation for myoma of 
the uterus. FALGowskt. Gyniik. Rundschau, ror4, viii, 
351. 

Uterine hemorrhage at puberty. R. 
M. &S. J., 1915, lxvii, 628. 

Dysmenorrhoea. R. S. Morton. 
1Q15, XV, 21. 

Treatment of dysmenorrhea. P. 
Homoop., 1915, xlvi, 32. 

The atropin treatment of dysmenorrhea. FE. 
J."Am. M. Ass., 1915, lxiv, 120. 

Bacteriological examination of blood after curettage. 
P. THEopor. Beitr. z. klin. d. Infektionskr. u. z. Immuni- 
taitsforsch., 1914, ili, 337. 

Glycogen content of the uterine mucous membrane. 
Ascuuem. Zentralbl. f. Gyniik., 1915, xxxix, 5. 

The principles underlying the successful treatment 
of sterility in women. E, Reynotps. Med.-Surg. J. 
Tropics, 1914, xiii, 2409. [522| 

Tuberculosis of the uterus and tubes; total extirpation. 
Von Kusinyr. Zentralbl. f. Gynik., 1914, xxxvili, 811. 

Some of the malformations of the uterus and vagina; 
report of a case of one of the rarest forms. R.C. Dorr. 
Southwest J. M.&S., rors, xxiii, 7. 


W. Stronc. Am. 


H. A. KEetiy. 


N. Orl. 
[522] 
N. Y. St. J. Med., 


Durry. 


Cutron. Ztschr. f. 


NOVAK. 


A few notes on the treatment of anteposed uteri. H. T. 
Hutcurxs. Boston M.&S. J., 1915, clxxii, 18. 

Intra-abdominal dynamics and the mechanical princi- 
ples involved in the cause of backward displacements of 
the uterus. G.H. Nose. Surg., Gynec. & Obst., 1915, 
XX, 45. 

Treatment of prolapse of the uterus by the Schauta- 
Wertheim operation. R.CARNELLI. Ginecologia, 1914, 
X, 737- 

Anesthetization of the uterus. FE. 
med. Wchnschr., 1914, Ixi, 1515. 

Iodine as a sterilizing agent in supravaginal hysterec- 
tomy. I.S. Stone. Am. J. Obst., N. Y., 1915, lxxi, 74. 

Partial vaginal hysterectomy for epithelioma of the 
uterus supplemented by radium treatment. ROUHIER 
and FaBre. Bull. Soc. d’obst. et de gynéc., 1914, iii, 400. 

Hysterectomy from the viewpoint of the general sur- 
geon. W.D.Hatnes. Lancet-Clin., 1915, cxiii, 41. 

My experience with the Matas operation of endo- 
aneurismorrhaphy. H. B. Gessner. N. Orl. M. & S. 
J., 1915, lxvii, 598. 


Kraus. Miinchen. 


Adnexal and Periuterine Conditions 


An active substance in the ovaries and placenta. E. 
HERRMANN. Monatschr. f. Geburtsh. u. Gyniik., 1915, 
<i, x. [523] 

Rapidly growing ovarian tumor in a young girl. Hor- 
vAtu. Zentralbl. f. Gynik., 1914, xxxviii, 808. 

Torsion of the pedicle in ovarian tumor. 
piscH. Zentralbl. f. Gynik., 1914, xxxviii, 815. 

Torsion of ovarian cysts; report of cases. Kk. 
Am. J. Obst., N. Y., rors, Ixxi, 76. 

Solid teratoma of the ovary. A. 
ostét. e ginec., 1914, Xxxvi, 307. 

Autoplastic ovarian transplantation. 
Med. J. Austral., 1915, i, 40. 

Transplantation of the ovaries in human beings. C. 
CoromsBino. Gynik. Rundschau, 1914, viii, 705. 

Ovarian transplantation; report of a case of implantation 
into the uterus with resulting pregnancy. M. STORER. 
Boston M. & S. J., rors, clxxii, 41. [524] 


R. Wiy- 


I. SANEs. 
[523] 
Ann. d. 
[524] 
J. H. Natrrass. 


F ALCO. 





BIBLIOGRAPHY OF CURRENT 


Transplantation of ovaries, especially in mammals; 
a study of the question of transplantation immunity. A. 
TSCHERNISCHOFF. Beitr. z. path. Anat. u. z. allg. Path., 
1914, lix, 162. [524| 

The histology of purulent salpingitis and its relation 
to etiology. J. WAtyeNn. Beitr. z. path. Anat. u. z. 
allg. Path., 1914, lix, 418. [525 

Fibroma of broad ligament and fibroma of uterus. X. 
BENDER. Rev. de gynéc., 1914, Xxii, 435. 

Subperitoneal hwmatocele in the broad ligament. 
CHAVANNAZ and Lousar. Bull. Soc. d’obst. et de gynéc., 
Par., 1914, ili, 428. [525] 

Varicocele of the broad ligament. W. L. Crostuwait. 
Texas M. News, 1915, xxiv, 290. [525] 

Plastic operation on the mouth of the fallopian tube. 
I. LOHNBERG. Monatschr. f. Geburtsh. u. Gyniik., 1915, 
xli, 62. 

Operative treatment of inflammatory diseases of the 
adnexa and their relation to peritonitis. AMBERGER. 
Beitr. z. klin. Chir., 1915, xcv, 

Pelvic inflammation. F. A. 
M. Ass. J., 1915, v, 8. 


LockHART. Canad. 


External Genitalia 

Cure by radium of an inoperable urethrovaginal cancer. 
I. Lecueu and Cytron. J. de méd. int., 1914, xviii, 171. 

Primary carcinoma of the vulva; extirpation together 
with the lymph-glands of the inguinal region. FRiGyest. 
Zentralbl. f. Gyniik., 1914, xxxviii, 816. 

Primary carcinoma of Bartholin’s gland. J. FABricrus. 
Monatschr. f. Geburtsh. u. Gyniik., 1914, xl, 60. [526] 

Muscle-connective-tissue tumors of the vaginal wall. 
A. GresecKe. Zentralbl. f. Gynik., 1915, xxxix, 81. 

A case of papillomatous adenocystoma of the labium 
majus of foetal origin. H. Eariicn. Monatschr. f. 
Geburtsh. u. Gyniik., 1915, xli, 135. 

Leucorrhoea, with special reference to treatment by 
vaccines and ionization. J. M. Grreve. South African 
M. Rec., 1914, xii, 415. (526] 

Symptomatology of subcutaneous rupture of the clitoris. 
IE. Mercator. Zentralbl. f. Gyniik., 1915, xxxix, 97. 

Mobilization of the rectum in perineorrhaphy for com- 
plete rupture of the perineum. S. Pozzi. Rev. de 
gvnéc., Par., 1914, xxii, 360. [526] 


LITERATURE 575 


A new vaginal wire speculum. 


H. J. Hartz. 
Obst., N. Y., 1915, Ixxxi, 46. 


Am. J. 


Miscellaneous 
Gynecology. O. G. Prarr. J. Indiana St. M. Ass., 
IQI5, Vill, 11. 

The evolution of gynecology. W. H. C. Newnuam. 
Bristol Med.-Chir. J., 1915, xxxii, 257. 

Some common errors in diagnosis and treatment in 
gynecology. R.A. Grppons. Med. Press, & Circ., rors, 
xcix, 50. [526] 

Gynecological radiotherapy. T. HeyNeMANN. Therap. 
Monatsh., 1915, xxix, 78. 

Radiotherapy in gynecology. T. H. VAN pe VeLprE. 
Nederl. Tijdschr. v. Geneesk., 1914, ii, 1852. 

Radium and mesothorium in gynecology. R. Gorwitz- 
KALITEJEVSKAJA. Novoye v Med., 1914, viii, 440, 526. 

Dyspareunia in women. H. Rouwteper. Arch. f. 
Frauenk. u. Eug., tor4, i, 141. [527] 

Menstrual conditions after gynecological operations. 
Fr. Epeter. Zentralbl. f. Gynik., 1915, xxxix, 113. 

The pessary. F. C. HAmMonp. Therap. Gaz., 1015, 
XXXIX, 13. 

Sterilization. 
1915, Vil, 364. 

The occupational factor in diseases of women. <A. DE 
Router. Med. Rec., 1915, Ixxxvii, 97. [527] 

The dynamics of the female pelvis; its evolution and 
architecture with respect to function. E. A. SCHUMANN. 
Am. J. Obst., N. Y., 1915, Ixxi, 1. 

Acute inflammation of the plevic organs. 
Hoipen. J. Fla. M. Ass., 1914, i, 161. 

A new method of treating coccygodynia. A. 
Gaz. de gynéc., Par., 1914, Xxix, 177. 

Urinary catalase in health and disease. M. 
and C.J. Brim. Am. J. Obst., N. Y., 1915, Ixxi, 30. 

The phenol-serum treatment of pyogenic processes in 
gynecology. O. GEIGER. Beitr. z. klin. d. Infektionskr. 
u. z. Immunitiitsforsch., 1914, iii, 245. 

Introspection in gynecology. F. A. 
J. Obst., N. Y., rors, Ixxi, 61. 

The relation of gynecological surgery to bad obstetrics. 
E. Reynotps. Therap. Gaz., tor4, xxxviii, 837. [528] 


S. M. Mitier. J. Tenn. St. M. Ass., 


G. R. 
[528] 
LIPPENS. 
[528] 
KAHN 


Am. 


RHODES. 





OBSTETRICS 


Pregnancy and Its Complications 


Suspected pregnancy. KrtGerR-FRANKE. Allg. deutsch. 
Hebammen-Ztg., 1915, XXX, 24. 

Early death from hemorrhage due to ruptured ectopic 
tube. T.J.Lyncn. Med. Herald, tors, xxxiv, 9. 

The emergencies of extra-uterine pregnancy at the Bos- 
ton City Hospital. E. B. Younc. Boston M. & S. J., 
1915, CIxxii, 131. 

Surgical diagnosis and treatment of extra-uterine preg- 
nancy. L.S. Lorzeaux. J. Am. Inst. Homeceop., 1915, 
vii, 706. [529] 

Pituitary extract in marginal placenta previa. J. 
GARDINER. Surg., Gynec. & Obst., rors, xx, 84. 

Hysterotomy for central placenta previa. 
Zentralbl. f. Gynik., 1914, xxxviii, 805. 

The bacteriological examination of the urine in a case 
of eclampsia. G. F. Dick and G. R. Dicx. J. Am. M. 
Ass., 1915, Ixiv, 145. 


FEKETE. 


Treatment of the kidney of pregnancy and eclampsia. 
W. Gessner. Zentralbl. f. Gyniik., 1915, xxxix, 40. 

Treatment of kidney of pregnancy and eclampsia. M. 
Sreicer. Zentralbl. f. Gyniik., 1915, xxxix, 118. 

Cesarean section. KE. P. Davis. Penn. M. J., rors, 
XViil, 292. 

Indications for cwsarean 
Penn. M. J., 1915, xviii, 294. 

Three cases of extraperitoneal caesarean section. G. 
GELLHOoRN. J. Am. M. Ass., 1915, lxiv, 196. 

A case of cesarean section not hitherto reported. J. 
Lunney. J. So. Car. M. Ass., 1915, Xi, 5. 

Conservative abdominal cesarean section. G. L. 
Jennrincs. Hosp. Bull. Univ. Md., 1915, x, 187. 

The total extirpation of the uterus to replace cesarean 
section in infected cases. S. RECASENS. Zentralbl. f. 
Gyniik., 1914, xxxviii, 1265. 

Late results of caesarean section. 
gén. de clin. et de thérap., 1915, xxix, 97. 


section. H. A. Miner. 


DeMELIN. Rev. 





INTERNATIONAL ABSTRACT OF SURGERY 


Present status of abortion. O. Rupp. Med. Klin., 
Berl., 1915, xi, 73. 

Abortion, with special reference to its medicolegal as- 
pects. W. GiLtLespre. Lancet-Clin., 1915, cxili, 97. 

Bacteriological content of the foetus in abortion and 
premature delivery. W. Barrurtu. Beitr. z. klin. 
Infektionskr. u. z. Immunititsforsch., 1914, iii, 327. 

Febrile abortion. O. Horune. Jahresk. f. 
Fortbild., 1914, v, 18. 

Febrile abortion with special reference to treatment. 
F. WaLtTHER. Beitr. z. Geburtsh. u. Gynik., 1914, xix, 
325. [529] 

Anterior vaginal hysterotomy in artificial and spon- 
taneous abortion. Sseitzky. Festschr. f. Prof. Pobe- 
dinsky, 1914. [530] 

Diseases of the skin in pregnancy. P. FE. BEecuert. 
Med. Rec., 1915, Ixxxvii, 10. 

The changes in the parietal decidua in extrachorionic 
pregnancy. H. HINSELMANN. Ztschr. f. Geburtsh. u. 
Gynik., 1915, Ixxvi, 8209. 

Case of pernicious vomiting of pregnancy cured by 
electrotherapy. J. LABorDEeRIE. Rev. gén. de clin. et 
de thérap., 1915, xxix, 103. 

Pernicious vomiting of pregnancy and its treatment. 
A. F. Pricaué. Bull. méd., 1914, xxviii, 645. [530] 

Treatment of threatening hemorrhage in pregnancy. 
P. JunG. Deutsche med. Wehnschr., 1914, xl, 889. [530] 

Antepartum hemorrhage. T. G. SteveNs. Clin. J., 
1915, xliv, 17. 

Carcinoma and pregnancy; cesarean section; Wert- 
heim’s operation. Brrecz. Zentralbl. f. Gyniik., 1914, 
XXXvili, 804. 

Pain as a symptom of small uterine fibroids during 
pregnancy. StTavripes. N. Yorker med. Monatschr., 
1914, Xxv, 166. 

Some problems in obstetrics; uterine fibroids in preg- 
nancy and labor. P. MicutNarp. N. Orl. M. & S. J., 
1915, Ixvii, 591. 

Uterine fibroids complicating pregnancy. A. S. WELLS. 
South African M. Rec., 1915, xiii, 3. 

Intolerance of the fibromyomatous uterus in twin 
pregnancy. F. Montvoro. Ztschr. f. Geburtsh. u. 
Gynik., 1915, Ixxvi, 702. 

Teratoma of the ovary and pregnancy; laparotomy. 
Von Kusinyr. Zentralbl. f. Gynik., 1914, xxxviii, 81o. 

(530) 

Diagnosis and prognosis of kidney changes in pregnancy. 
P. Woirr and M. ZapE. Monatschr. f. Geburtsh. u. 
Gynik., 1914, xl, 630. 3 

Kidney function in normal and pathological pregnancy. 
Jonas. Miinchen. med. Wchnschr., 1914, Ixi, 1405. 

Pyelitis gravidarum. A. BAveretsen. Jahresk. f. 
irztl. Fortbild., 1914, v, 27. 

Symmetrical cortical necrosis of the kidney in pregnancy. 
EK. E. Grynn and H. Briccs. J. Pathol. & Bacteriol., 
1Q15, XIX, 321. 

Pregnancy and nephrectomy. 
f. urol. Chir., 1914, iii, 48. 

Cholelithiasis and pregnancy. J. A. AMANN. 
schr. f. Geburtsh. u. Gynik., 1915, xli, 50. 


irztl. 


Ztschr. 
(531] 
Monat- 


B. ZOEPPRITZ. 


Labor and Its Complications 


Premature delivery; unnoticed retention of an accessory 
placenta. M. Kasor. Allg. deutsch. Hebammen-Ztg., 
1915, p. 26. 

Delivery in contracted pelvis at the Innsbruck Ob- 
stetrical Clinic for the last fifteen years. O. NEBESKY. 
Arch. f. Gynik., 1914, ciii, 305. [531] 

Prolapse of a hydrosalpinx following an attempted for- 


ceps delivery. Zentralbl. f. Gynak., 1914, 
XXXVili, 902. [531] 
The management of occipitoposterior presentations. 
J. F. RAnKeN. N. Am. J. Homceop., 1915, xxx, 19. 
Dystocia due to fixation of the isthmus. V. CATHALA. 
Bull. Soc. d’obst. et de gynéc., Par., 1914, iii, 396. 
Twilight sleep. B. E. Dawson. Med. Herald, 1915, 
XXXIV, II. 
Twilight sleep. 


J. Kocks. 


R. M. Beacu. 


Am. Med., 1915, x, 
532] 


37: 

Twilight sleep. C. B. INGRAHAM. Colo. Med., 1915, 
xii, 13. 
Dammerschlaf (twilight sleep). 
terst. M. J., 1915, xxii, 16. 

Twilight sleep in the home. 
1915, Ixxxvii, 146. 

Twilight sleep in practice. 
Press & Circ., 1915, XCix, 11. 

How can the general practitioner use twilight sleep? 
A. M. Hertman. Am. Med., 1915, xX, 32. [532] 

The twilight sleep propaganda in the lay press. FE. M. 
Lazarp. South. Calif. Pract., 1915, xxx, 13. 

Side lights on the twilight sleep of Gauss. N. G. 
Price. J. M. Soc. N. J., 1915, xii, 21. [532] 

Painless childbirth in France; a note on the use of 
tocanalgine. A. M. Herrman. Am. J. Surg., 1915, 
XXix, 9. 

The use of morphine and scopolamine in labor. S. W. 
BANDLER. Am. Med., 1915, X, 50. 

Some personal experiences with scopolamine and mor- 
phine narcosis. H. J. Botpt. Am. Med., 1015, x, 35. 

[533 | 


i 


S. J. Scapron. In- 


kK. F. Junor. Med. Rec., 


W. H. W. Kyree. Med. 


Some remarks on the advantage of scopolamine and 
morphine in the management of labor. J. Here Lier. 
Am. Med., 1915, x, 58. [533 | 

The use of scopolamine in labor. A. J. Roncy. Am. 
Med., 1915, X, 45. 

Analgesia and anesthesia in labor. E. P. Davis. 

J. M. Sc., 1915, cxlix, 57. 

Relieving the pain of childbirth. 
Med., 1915, X, 44. 

Painless childbirth; normal versus artificial. 
McDurrie. N. Am. J. Homoeop., 1915, xxx, 1. 

Indications and contra-indications for extract of hy- 
pophysis in obstetrics. P. Gatt. Gynik. Rundschau, 
1914, Vili, 394. 

The use of pituitary extract in obstetrical practice; 
some critical observations on twilight sleep. S. W. BANp- 
LER. Med. Rec., 1915, Ixxxvii, 55. [533] 

Some questions in obstetrics and gynecology; strength- 
ening the pains during labor; radium and réntgen treat- 
ment in gynecology; treatment of myomata. K. J. 
Bucura. Wien. med. Wchnschr., 1914, lxiv, 1588. 


R. Wartpo. Am. 


M. W. 


Puerperium and Its Complications 

Retention of placenta and puerperal fever. G. WINTER. 
Monatschr. f. Geburtsh. u. Gyniik., 1015, xli, 56. 

Capacity of the genital organs for absorption during the 
puerperium. F.AHLFELD. Ztschr. f. Geburtsh. u. Gynik., 
1915, Ixxvi, 877. 

A case of pneumococcus peritonitis of extragenital 
origin during the puerperium. E. WetzeL. Miinchen. 
med. Wchnschr., 1915, Ixii, 109. 

Gangrene of the limbs during the puerperium. C. G. 
Cumston. Am. J. Obst., N. Y., 1015, Ixxi, 53. 

Puerperal tetanus. R.Sprecer. Arch. f. Gynik., 1914, 
Clii, 367. (534! 

Puerperal fever and treatment of febrile abortion. 
M. Henket. Virchow’s Arch. f. path. Anat., etc., Berl., 
1914, CCXVi, 361. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


The treatment of beginning puerperal disease with hot 
vaginal irrigations. W. W. StroGaNnorr. Novoye v 
Med., 1014, viii, 513. 

The Moriz-Weiss 
CARLINI. 


reaction in the 
Ann. di ostét. e ginec 


puerperium. P. 
6) IOI4, XXXVI, 454. 


Miscellaneous 

Abderhalden’s serodiagnosis of pregnancy. 
BERGER. W. Virg. M. J., 1915, ix, 217. 

Diagnosis of pregnancy by Abderhalden’s method; 
its application in legal medicine. H. Wertscu. Ann. 
WVhyg., Par., 1914, xxi, 497. 

A simplified method of performing Abderhalden’s preg- 
nancy reaction. P. Htssy. Zentralbl. f. Gyniik., ro14, 
Xxxvili, 897. _ [534] 

Abderhalden’s serum Casop. 
lék. Eesk., 1914, lili, 560. 

A frequent early sign of pregnancy. A. 
Zentralbl. f. Gyniik., 1914, Xxxviii, 1017. [534] 

A new skin reaction in pregnancy; some remarks on the 
work of Engelhorn and Wintz. P. Escu. Miinchen. med. 
Wehnschr., 1014, Ixi, 1115. [534] 

Diagnosis of pregnancy in the early stages and study of 
the diagnostic value of the skin reaction pregnancy. 
R. Espen. Prag. med. Wehnschr., 1914, Xxxix, 301. 

Determination of total cholesterin in the blood in obstet- 
rical and gynecological cases. M. HurrMann. Zentralbl. 
f. Gyniik., 1915, Xxxix, 33. 

Blood-pressure during pregnancy, based on observations 
on four hundred and fifty cases from the records of the 
committee in charge of the prenatal work carried on by the 
Women’s Municipal League of Boston. F. S. Newer . 
J. Am. M. Ass., 1915, lxiv, 393. 

Acidosis and the nitrogen 
H. L. Murray. Brit. M. J., 


A. V. WEIN- 


reaction. J. Gruss. 


LABHARDT. 


partition in 
POIs, 1, 1§%. 


pregnancy. 


Duration of pregnancy. J. BACKER. Rund- 
schau, 1915, ix, 4. 

Effects of diet and medicinal treatment during preg- 
nancy, with analyses of the alkali content of the blood. 
P. RIissMANN. Frauenarzt, 1915, XXX, 3, 34. 

The decidual reaction in the cervix and adnexa and 
pelvic ary sen during uterine pregnancy; its mode of 
origin. G. GLrusTI. Ginecologia, 1914, X, 693. [534] 

The internal secretion of the decidua. A. GENTILI. 
Zentralbl. f. Gyniik., 1914, xxxviii, 1150. 535] 

Woman’s milk during the early period of lactation; the 
influence on its composition of increased administration 
of calcium and phosphoric acid. F. ZucKMAyer. Arch. 
f. d. ges. Physiol., 1914, clvili, 200. (535! 

Pathology of the mammary secretion. P. Linpic. 
Ztschr. f. Geburtsh. u. Gyniik., 1915, Ixxvi, 7206. 

Chorio-angiomata. O. NrBesky. Monatschr. 
burtsh. u. Gyniik., 1914, xl, 42. 

Importance to the child of circulatory disturbances dur- 
ing labor. A. von Reuss. Gynik. Rundschau, 1915, 
ix 2. 

The limitations and possibilities of prenatal care. J. W. 
Wittiams. J. Am. M. Ass., 1915, Ixiv, 95. [536] 

Further blood findings in melzna neonatorum. E. L6vr- 
GREN. Jahrb. f. Kinderh., 1914, Ixxix, 708. [537] 

Should a newborn wx receive anything during the 
first two or three days? . Herrman. N.Y.M.J., 1015, 
ci, 67 

Contagious pemphigus neonatorum. E. REINHARDT. 
Ztschr. f. Geburtsh. u. Gyniik., 1914, Ixxvi, 14. [538] 

Atrophy in nurslings and congenital lesions of the liver 
in the newborn. H. Barsirr and M. Ci&éret. Arch. de 
méd. d. enf., Par., 1914, xvii, 401. 

Institutional mortality of the newborn. L. FE. 
and E. C. Basrirr. J. Am. M. Ass., 1015, Ixiv, 287 


Gyniik. 


Houpr 
[538] 





GENITO-URINARY SURGERY 


Kidney 

The «adrenal glands. 
Lond., 1915, xciv, 123. 

The syndrome of adrenal insufficiency. 
J. Am. M. Ass., 1914, Ixiii, 2203. 

Diseases of the suprarené als. O. P. 
tucky M. J., rors, xiii, 65. 

Experimental study of the suprarenal glands. 
Crow and G. B. Wistock:. Beitr. z. klin. Chir., 
xcv, 8. 

Perinephritic abscess. 
Chir., 1915, xcv, 329. 

Perirenal cysts in man and animals. M. 
Berl. klin. Wehnschr., ro15, lii, 200. 

The organic framework of urinary calculi. FE. 
Ztschr. f. Urol., 1915, ix, 41. 

The symptoms and diagnosis of stone in the urinary 
tract. P. J. Frever. Practitioner, Lond., 1914, xciil, 
745. [539] 

Lumbosacral prolapse of the right kidney resulting in 
kinking of the ileum. P. Moure. Bull. et mém. Soc. 
anat. de Par., 1914, Ixxxix, 190. 

Diagnosis of the particular form of hydronephrosis due 
to movable kidney. H. A. Ketty and R. M. Lewis. 
Surg., Gynec. & Obst., 1914, xix, 601. [539] 

Hematogenous kidney infections. G. MacGowan. 
J. Am. M. Ass., 1915, lxiv, 226. 


and Ureter 


R. Exvzrorr. Practitioner, 


Tr. A. WiLtiAms. 
[539| 


Ken- 


S.J. 


1014, 


NUCKOLS. 


DoBERAUER. Beitr. z. klin. 
SCHMEY. 


PFISTER. 


Acute unilateral hematogenous infections of the kidney. 
J. WH. Cunnrncuam. J. Am. M. Ass., rors, Ixiv, 231. [540] 

Sarcoma of kidney. J. M. Procror. South. M. J., 
IQI5, Vill, 30. 

Sarcoma of the kidney capsule. 
klin. Rundschau, i915, xxix, 6. 

Concerning mixed tumors of the kidney. L. BurrGrErR 
and M. Laurman. Am. J. Surg., 1914, xxviii, 453. [540] 

Renal infection: a further experimental study of its 
relation to impaired ureteric function. W.H. BArBer and 
J. W. Draper. J. Am. M. Ass., 1915, Ixiv, 205. 

Total gangrene of the right kidney following phlegmon- 
ous perinephritis. P. AzAraA. Gazz. d. osp. e d. clin., 
Milano, 1914, xxxv, 633. 

Differential diagnosis of nephrolithiasis and renal 
tuberculosis by réntgenography. M. Kroroszyner. J. 
Am. M. Ass., 1914, Ixiii, 2006. {541 

Tuberculosis of horseshoe kidney. V. Rocuer and L. 
TuéveNot. Lyon chir., 1914, xii, 101. 

Nephrectomy for tuberculosis of the kidney. PF. 
Ztschr. f. Urol., 1914, viii, 446. 

The experimental effect of the colon bacillus on the 
kidney. I.S. Korii. J. Am. M. Ass., 1915, Ixiv, 297. 

The necessity of more careful — of _ 4 function 
prior to operation. FE. L. Kine. N. Orl. M. & S. J., 
1914, Ixvii, 528. |541| 

Functional tests in renal surgery. J. T. Geracury. 
Lancet-Clin., 1015, cxiii, or. 


I. Rresterer. Wien. 


Kipp. 





578 


Limitations of functional tests of the kidneys. V. C. 
PEDERSEN. ‘Tr. Am. Urol. Ass., Baltimore, ig15, April. 
[541| 

Separate renal function; observations as determined by 
the ureteral catheter and phenolsulphonephthalein. G,. G. 
SmitH. J. Am. M. Ass., 1915, lxiv, 223. 

The practical value of chemical tests of renal function 
in surgical conditions of the urinary tract. W. F. BRAAscH 
and G. J. THomas. J. Am. M. Ass., 1915, xiv, 104. [542] 

A comparison of the results of the phenolsulphone- 
phthalein test of renal function with the anatomical 
changes observed in the kidneys at necropsy. W. S. 
THAYER and R. R. SNowpen. Am. J. M. Sc., 1914, 
exlviii, 681. [543] 

Decapsulation of the kidney. N.Y. 
M. J., 1915, ci, 70. |544| 

Kidney operations in disease. L. 
Casper. Ztschr. f. Urol., 


R. R. Huccrns. 


bilateral kidney 
1914, Vill, 540. 


Pyelography in the diagnosis of traumatic injury of the 
Ann. Surg., 
[544 


kidney. W.H. Luckett and L. FrRrepMAN, 
Phila., 1914, Ix, 720. 

Value of pyelography in diagnosis of some urinary affec- 
ees particularly movable kidney. C. Gaver and J. 

© BeAujeu. Lyon chir., 1914, xii, 113. 

"hadi and limitations of py elography. i. 
Berl. klin. Wehnschr., 1914, li, 1250. 

A case exemplifying the value of pyelography. 
Getpl. N. Orl. M. & S. J., 1914, Ixvii, 535. 

Value and danger of pyelography. L. Simon. 
z. klin. Chir., 1915, xcv, 297. 

The effects of collargol as employed in pyelography. 
D. N. Etsenpratu. J. Am. M. Ass., 1915, Ixiv, 128. [544] 

Collargol in pyelography; report of an interesting case. 
A. I. CRoweLt. J. Am. M. Ass., 1914, Ixili, 387. 

The damage done by pyelography. BE. L. KEYES, Jr. 
and H. Mowan. Am. J. M. Sc., 1915, cxlix, 30. |545]| 

The ureter in the newborn. C. Posner. Arch. f. 
klin. Chir., 1915, cvi, 381. 

Injuries of the ureter in gynecology. 
en. med. Wehnschr., 1914, Ixi, 1402. 

Unusually large ureteral calculi. L. 
M. J., 1914, C, 1103. 

Report of a case of ureterocystostomy. 
J. Mich. St. M. Soc., 1914, xiii, 708. 

Radiographic demonstration of 

dilatation of the ureters. F. Lecuev. 
Soc. de chir. de Par., 1915, xli, 498. 


. CASPER. 


M. J. 
(544) 
Beitr. 


Kayser. Miinch- 


BUERGER. N. 
[545] 
R. PETERSON. 


bilateral 
Bull. 


congenital 
et mém. 


Bladder, Urethra, and Penis 


Incrusted cystitis. J. R. Cautk. Am. J. Urol., 
2.4. 

Cystitis colli. H. D. 
1915, XV, 29. 

Some advantages of litholapaxy over lithotomy. R. 
Pearse. Canad. Pract. & Rev., 1915, xl, 10. 

Operative treatment and cure of total prolapse of the 
bladder. IF. Hernstus. Berl. klin. Wehnschr., 1915, lii, 
203. 

Papilloma and primary simple ulcer of the bladder. G. 
Serr. Internat. J. Surg., 1914, xxvii, 403. 

Extraction by natural route of foreign bodies that have 
penetrated the bladder. A. Prepattu. Bull. Acad. de 
méd., Par., 1015, Ixxiii, 142. 

The use of clamps in resection of the bladder. C. W. 
ALLEN. N. Orl. M.&S. J., 1914, Ixvii, 523. {545] 


1915, 


Furniss. N. Y. St. J. Med., 


INTERNATIONAL ABSTRACT OF SURGERY 


The treatment of urethral stricture. 
Am. J. Clin. Med., 1915, xxii, 38. 

Treatment of urethral stricture by excision. 
Russe.y. Brit. J. Surg., 1914, ii, 375. 

Mistaken diagnoses in carcinoma of the penis, especially 
with reference to acanthoma callosum. M. Barucu. 
Beitr. z. klin. Chir., 1915, xcv, 221. 

A report of three cases of fibrosclerosis of the penis 
treated by réntgenization without improvement. C. A. 
Warers and J. C. C. Corstox. Surg., Gynec. & Obst., 
IQI5, XX, 41. 

Cessation of epileptic seizures after removal of prepuce 
po fibroma embedded in urethra. A. WASHBURN. 

Am. J. Surg., 1915, XXix, 23. 

The endoscopic treatment of nocturnal pollutions. A. 
RANDALL. J. Am. M. Ass., 1915, lxiv, 48. 

The radical removal of the verumontanum. A. G. 
Rytixna. J. Am. M. Ass., 1915, Ixiv, 45. [546] 


Genital Organs 

Spontaneous hemorrhage into the testicle. F. J. F. 
BARRINGTON. Brit. J. Surg., 1915, ii, 400. [546] 

Malignant disease of the retained testicle. A. P. Burr 
and A. Arkin. J. Alumni Ass. Coll. Phys. & Surg., 1915, 
xvii, 106. [546| 

Double retained testicle in which the left testicle was 
transplanted to the right side of the scrotum and the right 
testicle to the left side. P. Turner. Proc. Roy. Soc. 
Med., 1914, viii, Sect. Dis. Child., 17 [546] 

The operative treatment of tumors of the testicle; re- 
port of thirty cases treated by orchidectomy. F. Hinman. 
J. Am. M. Ass., 1914, lxiii, 2009. [547| 
a! 


W. J. Ropixson. 


R. H. 


Suprapubic prostatectomy. C. E, Barnetr. J. Am. 
I. Ass., 1914, Ixiii, 2273. [548] 
Preliminary and after-treatment in prostatectomy. R. 


Pascukis. Wien. klin. Rundschau, 1914, xxviii, 255. [548] 


Miscellaneous 

The diagnosis and treatment of tuberculosis of the 
genito-urinary tract. N. P. Ratusun. Long Island M. 
J.,. 3915, 1%, 10: 

Injuries of the external genital organs. FE. 
Presse méd., 1915, p. 50. 

. Immense tumor of the genital region. Grisson and 

». DeLtBANcoO. Dermat. Wehnschr., 1915, lx, 89. 

goo of the urinary passages. FE. F. KING. J. Am. 
M. Ass., 1914, Ixiii, 2285. [549] 

Urological methods of diagnosing surgical conditions 
of the urinary organs which obviate the use of the knife as 
a diagnostic instrument. G. S. PETERKIN. Am. J. 
Urol., 1915, xi, 11 

Examination of the urine for tubercle bacilli. J. W. 
CuurcHMAN. Am. J. M. Sc., 1914, cxlviii, 722. [549] 

Hematuria and its possible significance. F.C. WALSH. 
N. Orl. M. & S. J., 1915, xvii, 631. 

Urinary antiseptics. J. W. T. Clin. J., 
1915, xliv, 25. 

A consideration of the antiseptics used in the treatment 
of infections of the genito-urinary organs. A. RAVOGLI. 
Am. J. Surg., 1915, Xxix, 14. 

A new visual lithotrite. J. Lonpox. Med. Rec., 
Ixxxvii, 187. 

Outfit for urethral and_ bladder 
E_perR. N.Y.M. J., 1915, ci, 74. 

V — of hy drotherapy in urology. W. F. 
Am . Ass., 1915, Ixiv, 1or. 


DELORME. 


WALKER. 


IQ15, 
irrigations. O. I. 


Martin. J. 
(549| 





BIBLIOGRAPHY OF CURRENT LITERATURE 


SURGERY OF THE EYE AND EAR 


Eye 


Treatment of external diseases of the eye. BERNOULLI, 
Miinchen. med. Wehnschr., 1915, Ixii, 75. 

Operations on the extra-ocular muscles. 
Ophth. Rec., 1914, xxiii, 541. 

A short general consideration of corneal ulcers. 
DoreNTE. J. Arkansas M. Soc., 1915, xi, 188. 

Corneal ulcer: its complications and sequela. B. A. 
CocKRELL. Kentucky M. J., 1915, xiii, 58. [550] 

A method of destroying the lachrymal sac in chronic 
dacryocystitis. H.Grrrorp. Ophth. Rec., 1915, xxiv, 22 

The West intranasal partial resection of the tear sac 
for dacryocystitis, dacrostenosis phlegmon or epiphora. 
J.S. Crark. Illinois M. J., 1915, xxvii, 27. 

Operative treatment of chronic obstruction of the 
lachrymal duct. C. E. Benjamins and G. F. Rocuar. 
Nederl. Tijdschr. v. Geneesk., 1914, ii, 1753. 

External blepharotomy during the cataract operation. 
T. AXENFELD. Klin. Monatsbl. - f. Augenh., 1915, liv, 97. 

The Smith Indian cataract operation in the light of 
scientific inves stigation. A. S. GREEN and L. D. GREEN. 
Ophthalmol., 1915, xi, 303. 

New methods in dealing with cataracts. C.G. FELLows. 
Clinique, Chicago, 1915, xxxvi, 1. (551) 

Loss of vitreous in the intracapsular cataract operation 
and its prevention. W. A. FisHer. Arch. Ophth., 1915, 
xliv, 18. (551] 

Report of one hundred successive extractions of cataract 
in the capsule after subluxation with 2 capsule forceps. 
A. Knapp. Arch. Ophth., 1915, xliv, 1. [551] 

A case of keratoconus cured with high- frequency spark. 
I. R. CARPENTER. Ophth. Rec., 1915, xxiv, 18. 

A method of simplifying Elliot’s trephine. 
Klin. Monatsbl. F. Augenh., 1914, liii, 581. 

Annular opacity of the anterior surface of the lens 
after traumatism. C. ZIMMERMAN. Ophthalmol., 1915, 
x1, 329. 

Double detachment of the retina as a sequence to 
nephritis. L.W. Jones. J. Am. M. Ass., 1915, lxiv, 334. 

A case of spontaneous recovery from detachment of 
the retina. H.L. Eason. Lancet, Lond., 1915, clxxxviii, 
14. [552] 

Glioma of the retina and ee ocular radiotherapy. 
T. AXENFELD. Klin. Monatsbl. f. Augenh., 1915, liv, 61. 

Report on cases of glaucoma Bk. by the Elliot opera- 
tion. N.H. Goopenow. Opthalmol., 1915, xi, 276. 

Notes on glaucoma. P. G. Bett. Canad. M. Ass. 
J., 1915, V, 30. 

Sclerocorneal trephining in the operative treatment of 
glaucoma. R. H. Evwior. oe TOTS, Xi, 247. 

Sclerocorneal trephining. KE. E. Horr, Jr. Ophthal- 
mol., 1915, xi, 260. 

Collosol argentum and its ophthalmic uses. A. L. Ror. 
Brit. M. J., 1915, i, 104. [552] 

Gonorrheeal iritis as a manifestation of an old latent 
gonococcemia; diagnosed by the complement-fixation 
test; treatment with bacterins. W.RrEBER and G. Law- 
KENCE. Ophth. Rec., 1915, xxiv, 1. 

Prevention and treatment of suppurative ophthalmia. 
C. GragEr. N.Y. M. J., 1915, ci, 100. [552] 

Prevention of blindness from the standpoint of trachoma, 
gonorrheea, and syphilis. H.T. CLroucu. J. Maine M. 
Ass., 1915, V, 197. [552] 

Clinical observations on idiopathic iridocyclitis and 


E. JACKSON. 
[550] 
D.R. 


S. TURK. 


sympathetic Brock. Arch. 
1915, Xliv, 64. 

A case of bilateral optic neuritis due to sphenoidal 
sinusitis. A. A. BRADBURNE. Brit. M. J., 1015, i, - 
The effect of syphilis on injury of the eye. H. 
STARK. Arch. Ophth., 1915, xliv, 40. 3) 

First aid to the injured eye. A. M. 
Ass. Ga., 1915, iv, 270 

Two unusual cases of shotgun injury of the eye. W. 
Sacer. Ztschr. f. Augenh., 1915, xxxili, 36. 

Extraction of metallic foreign body from vitreous by 
giant magnet through a scleral incision. C. B. Weirton. 
Ophthalmol., 1915, xi, 351. 

Purulent meningitis following penetration of an cye- 
ball by a fishhook. A. VeAsey. Arch. Ophth., io15, 
xliv, Io. 

Two cases of exophthalmic goiter with ocular muscle 
complications. L.M.Wittarp. Ophthalmol., 10915, xi, 
330- 

Melanosis of the conjunctiva. R. L. 
Ophth. Rec., 1915, xxiv, 20. 

Superficial growth of intra-ocular sarcomata and a 
study of annular sarcoma. J. Prinprkowsk1. Klin. 
Monatsbl. f. Augenh., 1914, liii, 516. 

Concerning removal of the eyeball; extenteration versus 
enucleation. H.S.Grapie. Arch. Ophth., 1915, xliv, 20. 


ophthalmia. W. Ophth., 


Mason. 


RANDOLPH. 


Report of five hundred cases of enucleation of the eye. 
J. Gontn. Rev. méd. de la Suisse Rom., 1014, xxxiv, 
710. 

Ear 


Foreign bodies in the ear, nose, and throat. EK. D. 
Davis. Clin. J., 1915, xliv, 30. 

Some ocular manifestations of aural disturbances and 
their interpretation. J. A. HAGeMANN. Med. Rec., 1915, 
Ixxxvii, 100. 

Metastatic complications of suppurative otitis media. 
S. OPPENHEIMER. N.Y. M. J., 1915, ci, 40. {553} 

The relation of the rhinopharynx to the middle ear and 
mastoid. E.L. Jones. J. Am. M. Ass., 1015, lxiv, 

(554| 

Treatment of the middle ear through the eustachian 
tube. R. W. Brepsor. Kentucky M. J., 1015, xiii, 16. 

[554] 

Diagnosis of intracranial complications in diseases of 
the middle ear and accessory sinuses of the nose. J. C. 
Breck. Illinois M. J., 1915, xxvii, 37. 

Nasal obstructions as the cause of diseases of the middle 
ear. G. J. ALEXANDER. J. Ophth., Otol., & Laryngol., 
1915, XXi, 36. (554| 

Breakage and removal of eustachian applicator. G. 
W. Stimson. J. Am. M. Ass., 1915, lxiv, 430. {554 

Acute tubotympanic catarrh. J. M. Sires. W. Virg. 
M. J., 1915, ix, 222. 

The treatment of advanced tympanic deafness. P. 
D. Krerrison. J. Am. M. Ass., tors, lxiv, 109. 

Bezold’s mastoiditis; a third series of cases. G. J. 
PaLeN. J. Ophth., Otol., & Laryngol., tors, xxi, 45. 

|554| 

Mastoid operation without artery forceps or ligatures. 
J. M. McLoone and R. M. Nerson. J. M. Ass. Ga., 
IQI5, iv, 276. 

The use of plastic operations in large mastoid cavities. 
BE. R. CARPENTER. Laryngoscope, 1915, XXv, I. 











580 INTERNATIONAL ABSTRACT OF SURGERY 


Hearing in suppurations of the labyrinth. O. Mayer. 
Monatschr. f. Ohrenh., 1915, xlix, 1. 

The origin of labyrinthine rest-tone. E. P. FOWLER. 
J. Am. M. Ass., 1915, lxiv, 118. [555] 

The ocular symptoms of brain abscess and sinus throm- 
bosis of otitic origin. G. B. Jonson. Laryngoscope, 1915, 
KXV; 7. 


( 


Recovery in a case of multiple brain abscess after acute 
otitis media. H. Harms. Ztschr. f. Ohrenh., 1915, 
Ixxii, 118. 

Two cases of otitic extradural abscess. J. S. FRASER. 
Edinb., M. J., 1915, xiv, 38. [555] 

Prognosis and treatment of meningitis of otic origin. 
H. Mycinp. Ztschr. f. Ohrenh., 1915, Ixxii, 72. 





SURGERY OF THE NOSE, THROAT, AND MOUTH 





Nose 

The surgery of the posterior tip of the inferior turbinate; 
the relation of the posterior tip to catarrhal deafness and 
tinnitus. H. Hays. Am. J. Surg., 1915, xxix, 20. [556] 

The inferior turbinate; tlap resection to reduce it when 
obstructive. O. T. Freer. J. Mich. St. M. Soc., 1915, 
xiv, 7. [556] 

Perforation of the nasal septum. F. Drenoip. Cor.-Bl. 
f. schweiz. Aerzte, 1915, xlv, 111. 

A needle for submucous suturing and a new instrument 
to aid in tying sutures within the nose. L. FE. Herrick. 
J. Ophth., Otol., & Laryngol., 1915, xxi, 75. 

So-called nasophary ngeal polyps and their treatment. 
J. Szmurto. Ztschr. f. Laryngol., 1915, Vii, 473 

An intranasal operation with a guide for the cure of 
dacryocystitis. IF. M. HANnGer. Laryngoscope, 1915, 


XEV, 23. _ [556| 
A case of dacryocystorhinostomy. O. GLocav. Laryngo- 
scope, 1915, Xxv, 28. [556] 


Sarcoma of nose and nasopharynx. A. DicuTon. Brit. 
J. Surg., 1914, ii, 384. 

The consideration of nasal conditions causing asthma. 
W.H. Duptey. J. Ophth. & Oto-Laryngol., 1915, ix, 14. 

A clinical report of the successful use of emetine in the 
control of hemorrhage following nasopharyngeal opera- 
tions. J. WetnsTerx. Med. Rec., 1915, Ixxxvii, 102. 

The use of pituitary extract as a coagulant in the surgery 
of the nose and throat. H. Kaun and L. E. Gorpon. 
J. Am. M. Ass., 1915, lxiv, 301. [557] 

A case of X-ray diagnosis of a chronic cerebral abscess 
secondary to frontal sinus suppuration. W. GLEGG and 
H. Brack. Lancet, Lond., 1915, clxxxviii, 124. 

Skiagram of frontal region showing symmetrical fronto- 
ethmoidal cells extending above roof of orbit. G. W. HILt. 
Proc. Roy. Soc. Med., 1914, viii, Laryngol. Sect., 2. [557] 

Skiagrams of frontal sinuses oper tated on “sy Good’s 
method. G. W. Hitt. Proc. Roy. Soc. Med., 1914, viii, 
Laryngol. Sect., 2. [557] 

Diseases of the accessory sinuses in early childhood. 
A. Onopt. Jahrb. f. Kinderh., 1915, Ixxxi, 159. 

Obscure sinus disease in relation to general health. 
B. Hasettine. J. Ophth., Otol., & Laryngol., 1915, xxi, 


re. [557] 

Nose, throat, ear, orbital, and intracranial complica- 
tions in accessory sinus diseases. L. D. Brose. Laryngo- 
scope, IQ15, XXV, 35. [557] 


Mucocele of the frontal sinus and the ethmoid labyrinth 
= sudden severe exophthalmos. H. Kunnt. Ztschr. 

. Augenh., 1915, xxxili, 64. 

Brain abscess secondary to frontal sinus suppuration; 
drainage; recovery. D. McKenzie. Proc. Roy. Soc. 
Med., 1914, vili, Laryngol. Sect., to. [557] 

Ultimate results of operations for chronic sinus disease, 
chronic tonsillar and tonsillar and adenoid disease, and 
chronic diseases of the middle ear. J.C. Beck. J. Ophth. 
& Oto-Laryngol., rors, ix, 7. 

Intranasal operations in suppurative diseases of the 


accessory sinuses of the nose. Hattie. Arch. f. Laryngol. 
u. Rhinol., 1914, xxix, 73. [558 | 
Aspergillosis of the maxillary antrum. H. TILLey. 
Proc. Roy. Soc. Med., 1914, viii, Laryngol. Sect., 10. [558] 
Intranasal radical operation on the maxillary sinus — 
Sturmann’s operation. SCHLESINGER. Ztschr. f. Laryngol., 
IQI5, Vii, 461. 
Throat 


Inflammatory diseases of the tonsils. C. H. BEEBE. 
Hahneman. Month., 1914, 1, 58. 

Some indications for removal of the faucial tonsils. 
A. B. Dancey. J. Tenn. St. M. Ass., 1915, vii, 375. 

Tonsillectomy during acute endocarditis. W. G. 
Harrison. South. M. J., 1or5, viii, 59 [559] 

The Sluder tonsil operation. H. H. “MARTIN. J. M. 
Ass. Ga., 1915, iv, 262. 

Abscess following tonsillectomy under local anesthesia. 
D. A. VANDERHOOF. Laryngoscope, 1915, XXv, 20. 

Hemostatic guillotine. G. J. F. Evpuick. Proc. Roy. 
Soc. Med., 1914, viii, Laryngol. Sect., 26. [559] 

Congenital polyps of the pharynx. V. GRaAzIANI. 
Arch. ital. di laringol., 1915, xxxv, 1. 

Intrinsic epithelioma of the lary nx suitable for laryngo- 
fissure. Sr. C. ho qurranes Proc. Roy. Soc. Med., 1914, 
viii, Laryngol. Sect., [559] 

Histology, sailing. and treatment of papillomata of 
the larynx. C. Bruzzone. Arch. ital. di laringol., ro15, 


XXXV, 13. 
Laryngeal diverticula. G. E. SHampaucu and D. D. 
Lewis. Ann. Surg., Phila., 1915, Ixi, 41. [559] 


Symptoms and diagnosis of laryngeal tuberculosis. 
E. F. INGAts. Laryngoscope, 1915, XXxv, 13. 

Laryngeal tuberculosis: its early diagnosis and treat- 
ment. A.N. Harpy. West. M. News, rors, vii, 1. 

Origin and treatment of laryngeal fistule. L. Grin- 
WALb. Ztschr. f. Ohrenh., 1915, Ixxii, 105. 

Two cases of cicatricial stenosis of the larynx. H. 
BARWELL. Lancet, Lond., 1915, clxxxvili, 16. 

Further experience with straight direct laryngoscopy 
and cesophagoscopy; report of cases. R. H. JOHNSTON. 
Hosp. Bull. Univ. Md., 1915, x, 183. 

Fracture dislocation of right great fornu of hyoid bone. 
G. W. Hitt. Proc. Roy. Soc. Med., 1914, viii, Lary ngol. 
Sect., 1 

Mouth 

Acute parenchymatous glossitis. V. Lorn. J. Am. M. 
Ass., 1914, Ixili, 2020. 560) 
Sarcoma of the tongue: a study of the published cases 
with reports of two new cases. W. T. Covcuiry. J. Am. 
M. Ass., 1915, Ixiv, 291. 

Mouth infection as a source of systemic disease. FE. C. 





Rosenow. J. Am. M. Ass., 1914, lxiii, 2026. (560) 
Mouth infection as a source of systemic disease. C. H. 
Mayo. J. Am. M. Ass., 1914, Ixiii, 2025. [561 | 





Mouth infection as a source of systemic disease. F. 
Biturncs. J. Am. M. Ass., 1914, Ixiii, 2024. (561 | 





